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INTRODUCTION 


This volume in the series of selected documents deals with a broad 
range of — and private services for older Americans, including 
vocational and physical rehabilitation, suitable living arrangements, 
adult educational opportunities, and community activities of many 
kinds. 

In 1900 only 18 percent of the people in the United States were over 
45. Today almost 30 percent are in this age group. The average 
American el a life expectancy of around 70. Half of the women who 
reach 65 will live until they are 80, and half of the men who reach 65 
will still be alive on their 77th birthday. The same improvements in 
sanitation and medical care which have increased length of life have 
also made it possible for older people to live healthier and more active 
lives than they used to. Public and private services such as those 
discussed in this volume are designed to widen the opportunity for 
improved health, better living conditions, and a happier life for older 
citizens. 

The fact that most workers now retire in their sixties creates a 
demand for activities with which to occupy their leisure time. Today 
fewer than half the men 65 and over are employed or looking for 
work, as against 70 percent in 1900. Any consideration of the aging 
and aged must take account of the implications for the individual and 
for the community of these added years of leisure time. 

In its study of the aging and aged the staff of the Committee on 
Labor and Public Welfare has been impressed with the variety of 
services for older people developing in many areas throughout the 
country. Civic organizations and social agencies are stimulating the 
development of clubs and community centers. Schools, libraries and 
museums are cooperating in these programs. Churches, synagogues, 
and other religious organizations are becoming aware of the important 
contribution they have to make. 


SECTION A, REHABILITATION 


Section A deals with programs for the rehabilitation of older peo- 
ple. Document No. 1 describes the operations on their behalf by the 
Office of Vocational Rehabilitation. It shows that the proportion of 
people 45 and over who have been rehabilitated has risen from 17 
percent in 1945 to almost 27 percent during fiscal year 1956. Doc- 
ument No. 2 is a recent report of the activities of the American Medical 
Association relating to physical rehabilitation of older persons. Docu- 
ment No. 3 discusses the scope of rehabilitation services today, and 
includes suggestions as to how they could be made available to a 
larger proportion of older men and women. Document No. 4 gives 
an account of rehabilitation activities in a single institution : a hospital 
for mental patients operated by the Veterans’ Administration. 
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SECTION B. HOUSING AND LIVING ARRANGEMENTS 


Section B reviews developments in housing and living arrange- 
ments for the aging and aged. Document No. 5 describes how recent 
Federal housing legislation will directly affect older people. Docu- 
ment No. 6 re polneet a publication of the National Association 
of Home Builders describing developments in privately constructed 
housing for retired men and women. Document No. 7 reviews the 
special housing problems of the aged as revealed by a statewide study 
in Rhode Island which showed that one-fourth of its aged persons live 
in dwellings rated as inadequate. Document No. 8 discusses the possi- 
bilities of making life for the aged more interesting in homes and 
institutions, which now accommodate from 4 to 6 percent of older 
people in the country. 


SECTION C. EDUCATION 


Educational opportunities for people in their later years are dis- 
cussed in the documents in section C. Document No. 9 reports the 
findings and recommendations of a panel on education at California’s 
conference on the problems of aging in 1951. Document No. 10 isa 
theoretical discourse which explores the broad implications of inade- 
—"s educational opportunities for older people, while Document 

o. 11 describes an action program in a single community (Grand 
Rapids, Mich.). Document No. 12 deals with recent developments in 
the field of adult education, opportunities for further development, 
and the need for more personnel and more research. 


SECTION D. COMMUNITY SERVICES 


Section D describes a variety of community services for older people. 
Document No. 13 contains the findings and recommendations on recrea- 
tion and other leisure-time activities made by a section of the Ohio 
conference on problems of the aging in 1954, while Document No. 14 
summarizes the experience of another State (California) in initiati 
soe through action at the community level. Document No. 1 

escribes how a community can develop a program for older citizens. 
A day center sponsored by business and industry in New England 
is described in Document No. 16, and Document No. 17 discusses 
day centers established by the welfare department of New York 
City. Document No. 18 emphasizes the disparity between our knowl- 
edge of methods of providing services for older people and the use of 
such knowledge. Finally, ument No. 19 presents the conclusions 
and recommendations of the panel on religion at the recent State 
conference on aging in New York, and suggests the vital role which 
religion and religious organizations can play in increasing the spiritual 
and social resources of the individual older person and his community. 

Special thanks are due to the Office of Vocational Rehabilitation 
of the Department of Health, Education, and Welfare and to the 
American Medical Association for reports included in this volume 
which were prepared especially for the committee, as well as to Wilma 
Donahue of the University of Michigan and Helen A. Miller of the 
Legislative Reference Service, Library of Congress, for their advice 
and assistance in assembling this material. 
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1, ANALYSIS OF THE OFFICE OF VOCATIONAL REHA- 
BILITATION PROGRAM OPERATIONS IN THE FIELD OF 
AGING 


Office of Vocational Rehabilitation, Department of Health, Education, 
and Welfare, September 14, 1956 


I. Inrropucrion 


The primary concern of the Office of Vocational Rehabilitation in 
the field of aging is with the development and extension of services to 
older individuals who because of physical or mental disabilities are 

revented from obtaining or retaining remunerative employment. 

ligibility is determined on the same basis as for other disabled per- 
sons. OVR, however, does not render direct service to the rehabilitant, 
Its major function is to help to create a climate in which State and 
local groups can most effectively shoulder their responsibilities in 
restoring the disabled older person to gainful employment. 

OVR is concerned with the older worker for these reasons: 

1. A characteristic associated with aging is the increase in 
frequency of disabilities resulting from accident and disease ; 
2. Approximately 2.9 million persons in the 14- to 64-year age 


group have been disabled for more than 6 months, of which total 
near het paet are in the age group 55 to 64; 
3. Of those ere unable to find work because of disability, 


some two-thirds are over 40 years of age. 


II. Program Actrivittes 


The role of OVR in this area is implemented through four major 
channels: Grants-in-aid to States; special project grants to public 
and private nonprofit agencies; training; and “other” activities. 


A. GRANTS-IN-AID TO THE STATES 


During fiscal year 1955 the OVR distributed approximately $25 
million to assist the States in operating their programs. 

During fiscal year 1955 a total of 15,312 persons age 45 years and 
over were rehabilitated in the State-Federal program, or over one- 
fourth of the total number rehabilitated in this year. 

The proportion of rehabilitants age 45 and over has risen from 17 
percent in 1945 to almost 27 percent in the last year. Over the same 
period, the median age of those rehabilitated has increased from 28 
to 34 years. 

Extension and improvement grants are allotted to States on a basis 
of population. Some of these grants have been used to support proj- 
ects, which while not specifically aimed at the aging, nevertheless bear 
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directly upon problems of the older worker. For example, the Massa- 
chusetts Vocational Rehabilitation Agency has granted such funds to 
the Bay State Medical Rehabilitation Clinic and the Boston Dis- 
pensary Rehabilitation Department for use in expanding the cardiac 
work classification unit. To the extent that cardiac cases occur more 
frequently in the upper age brackets, this project will benefit the older 
worker. Another case in point is the use of extension and mpprare- 
ment grant money by the New York general agency to establish a 
cardiac work evaluation unit at the Buffalo Chronic Disease Research 
Institute. 


B. SPECIAL PROJECTS 


Grants are made to public and private nonprofit agencies for special 
projects (research and demonstration) designed to assist in solution of 
vocational rehabilitation problems common to several States. Some 
14 currently supported projects provide services to older individuals 
by the very nature of the disability groups with which they deal 
eae cardiac cases, hard-of-hearing cases, etc.). 

Other special project grants are now specifically related to the 
rehabilitation of the older handicapped person. For example, an 
OVR grant is enabling Our Lady of Fatima Hospital, in North Provi- 
dence, to provide a total and intensive outpatient program to restore 
older chronically ill or disabled persons to their fullest emotional, 
physical, and vocational levels. 

The extent to which rehabilitation can be employed in old-age 
homes, nursing homes, or infirmary-care institutions is virtually un- 
limited. OVR is now helping to support a project by the Illinois 
Public Aid Commission to determine the physical and vocational re- 
habilitation needs of nursing home patients and to develop an educa- 
tional program to these needs. The group to be served is made up of 
older disabled persons. Another project supported by an OVR grant 
is the effort by the Mount Zion Hospital in San Francisco to evaluate 
and demonstrate the role of vocational rehabilitation services in a 
community home-care program, the bulk of persons included being 
45 years of age and over. In Nebraska, an expansion grant has been 
awarded to the Douglas County Welfare Administration to establish 
medical rehabilitation services for disabled and geriatric patients. 
The Highland View Hospital in Cleveland has received a grant to 
investigate the vocation potentials of hospitalized patients with 
cronic disabilities, with the major share of the patients in the 45- 
age-and-over category. 


©. TRAINING 


OVR plays a positive role in helping to solve the pressing problem 
of personnel shortages in such fields as rehabilitation counseling, social 
work, nursing, physical medicine, physical therapy, and occupational 
therapy. Toward this end, OVR awards teaching and traineeships 
— as well as grants for short-term courses or institutes. During 

meal year 1955, the budget for training activities amounted to $2.1 
million. 

It can, of course, be assumed that an appreciable volume of re- 
habilitation service is being rendered to older persons by personnel 
trained under this program. Certain activities, however, are basically 
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oriented toward rehabilitation of older persons. During the past 
year, for example, grant support was provided for an institute for 
physical therapists on the rehabilitation of arthritics. During the 
eurrent year, one of the institutes receiving OVR funds will be devoted 
to geriatric rehabilitation. 


D. OTHER ACTIVITIES 


1. Social Security Amendments of 1954 and 1956.—Under the “dis- 
ability freeze” program during fiscal year 1955, about 76,000 applica- 
tion were processed through the screening operation, of which total 
some 15,000 were accepted as referrals by State vocational rehabilita- 
tion agencies. 

In a sample for January to October 1955, including 2,207 cases, more 
than two-thirds of the persons referred were over 55 years old. Cases 
accepted for vocational rehabilitation services included : 

12 percent of those 55 to 59 years of age 
4 percent of those 60 to 65 years of age 
1 percent of those over 65 years of age 

As of January 31, 1956, working agreements between OAST and 
vocational rehabilitation agencies had been completed in 47 States and 
Territories whereby the State agencies make the “disability freeze” 
determinations. 

Passage of legislation providing cash disability payments at age 50 
will Tobebiy step up to a significant degree the referral of older dis- 
abled ersons. 


2. Needy disabled—In July 1955 the Office of Vocational Rehabili- 
tation and the Bureau of Public Assistance jointly issued the pamphlet 
Working Together to Rehabilitate the Needy Disabled, which will 
result in bringing more public assistance recipients to the attention of 
State rehabilitation agencies. This is significant because of the num- 
ber of older disabled fathers in families receiving aid to dependent 
children and aid to the permanently and totally disabled. 

3. Homebound and sheltered workshop activities—As a result of 
the Study of the Homebound Programs for Physically Handicapped 
Homebound Individuals reported to the Congress last year, several 
agencies and institutions have developed special projects for rehabili- 
tating older homebound individuals which received OVR support. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, OFFICE OF VOCATIONAL 
REHABILITATION 


Number of persons rehabilitated by State vocational rehabilitation agencies and 


the number and percentage 50 years of age and over, by State, fiscal years 
ended June 30, 1950, 1954, and 1955 


Rehabilitated, fiscal Rehablilitated, fiscal Rehabilitated, fiscal 
year 1955 year 1954 year 1950 


Aged 50 and 
over 
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Comparison of allotments and Federal grants, fiscal years 1955 and 1956, under 
secs. 2 and 3 of the Vocational Rehabilitation Act 


Sec. 2, 1955 Sec. 2, 1956 
State or Territory a a ee ees 


Granted Granted | Deficiency 
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2. AMERICAN MEDICAL ASSOCIATION ACTIVITIES RE- 
LATING TO REHABILITATION AND PROBLEMS OF 
THE AGING 


By Ralph E. DeForest, M. D., committee on rehabilitation, American 
Medical Association 


The American Medical Association has recently appointed an intra- 
association: haison committee on rehabilitation. The committee co- 
ordinates the association’s activities in this field. Particularly, it ties 
together the rehabilitation aspects of the work of the AMA councils 
dealing with the provision of medical services, medical education and 
hospitals, diagnostic and therapeutic agents and procedures, occupa- 
tional health, and mental health. 

The membership of the committee includes: chairman, Frank H. 
Krusen, M. D., of Rochester, Minn., who represents the council on 
medical physics and is internationally known for his lifelong work 
in the field of physical medicine and rehabilitation; vice chairman, 
H. B. Mulholland, M. D., of Charlottesville, Va., an internist who has 
been very active in the association’s work on problems of the aging 
and represents the council on medical service; A. O. Sander, M. D., 


industrial physician of Milwaukee, Wis., who represents the council 
P ’ P 


on industrial health; Francis J. Gerty, M. D., psychiatrist, of Chicago, 
Ill., who represents the council on mental health; and Guy A. Cald- 
well, M. D., of New Orleans, La., an orthopedic surgeon, who repre- 
sents the council on medical education and hospitals. 

The committee believes every physician should strive to include 
rehabilitation in his daily practice and will encourage State and 
county medical societies to aid in the development of community 
rehabilitation services. This is particularly important in connection 
with aged persons who, if not maintained in the best health possible 
and if not taught various techniques of self-help in order to carry 
on their daily activities, may become a burden on their families or 
the community. The American Medical Association’s program in 
rehabilitation is intended to encourage and help every physician see 
that his patients have the opportunity to benefit Seian all that rehabili- 
tation has to offer. 
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3. REHABILITATION : NATURE AND MAGNITUDE OF THE 
PROBLEM * 


By Howard A. Rusk 


Professor and chairman of the department of physical medicine and 
rehabilitation, New York University—Bellevue Medical Center, 
and associate editor of the New York Times 


If I wanted merely to be descriptive as far as my subject “the nature 
and magnitude of the problem of rehabilitation” is concerned, I would 
say that it is as wide as the horizon and as deep and as difficult to probe 
as the bottom of the sea. Descriptively, I think that is what we are 
facing. Yet, large as the problem is, I believe it can be probed and 
that, be utilizing the tools we now possess, we can make a fruitful 
attack upon it. 

MosiLizaTION AND MANPOWER 


Mr. Thurston * has pointed out the urgency of the consideration of a 
program of rehabilitation, because we are in the midst of a period of 
mobilization. I believe all thoughtful people feel as does our Defense 
Mobilization Director, Charles E. Wilson, who stated in a recent radio 


talk that in order to protect ourselves and our — we can’t be 
0 


“Monday-morning quarterbacks,” It’s so easy for the Monday-morn- 
ing quarterback to know what should have been done in the game last 
Saturday, but so difficult for him to predict the score of the game on 
the coming Saturday. 

When we started in World War II, there were 814 million people in 
the labor pool. When the Korean war started there were city 4 mil- 
lion. In discussing manpower a few weeks ago with Arthur Flemming 
of the Office of Defense Mobilization, I asked how many people he 
thought were in the labor pool at that time. He said that for practical 
purposes there were really not enough to count. 

Last year (1950) we produced 84% million automobiles in this coun- 
try. In 1940 we produced 5 million. Last year we produced twice as 
many washing machines, twice as — electric irons, twice as many 
deepfreezes, and twice as many across-the-board consumer goods as we 
produced in 1940. Superimposed upon this production we are asked 
to build not a 70-group Air Force but a 100-group Air Force, not with 
B-17’s and B-25’s and the oldtime fighters but with B-36’s, jet fighters, 
new jet bombers that are still on the drawing board, guided missiles, 
and an atomic energy program to go hand-in-hand; there is an un- 


2 This chapter is a report of an extemporaneous conference presentation. 
John L. Thurston, Deputy Administrator of the Federal Security Agency, who made 
the opening address at the conference where this paper was read. 


Source: University of Michigan, Conference on Aging, 1951, Rehabilitation of Older 
oe joes by Wilma Donahue, James Rae, Jr., and Roger B. Berry), Ann Arbor, 
. p. 14. 
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spent $2 billion budget to build a Navy that can fight around the ve, 
and we want a mobile Army of a million men with all the mechani 
equipment that makes a modern army. Everyone realizes that as far 
as manpower is concerned, in the event of war we couldn’t Roe y 
match the manpower strength of our potential adversary. I think 
everyone realizes, too, that probably the key factor in the winning of 
the last war was the great productive genius of this country, and that 
“manpower” and “mobilization” oma “production” are practically 
synonymous terms. If we are to produce, there has to be manpower 
to bring about production. Where are we going to look? 


Sources or MANPOWER 


First, and I think it should be last, we can look to an increased par- 
ticipation of women in industry. The problem is different than it was 
in World War II, when at one time there were more than 16 million 
men in the Armed Forces (most of whom were married) and 18 mil- 
lion women in the labor force. Today there are 314 million men in 
the Armed Forces and most of those are single because of the draft 
rules. This means that, if women are recruited for production needs, 
x million more homes are going to be disrupted, with all of the prob- 
lems which that brings about in domestic affairs, behavior of children, 
and so forth. 

A second group consists of the severely disabled, estimated to be be- 
tween 11% and 214 million in number. A third group is that of the 13 
million people aged 65 and over in our population. We are all famil- 
iar with the rise in average longevity to 67.2 years as of the spring of 


1951. A man of 65 today has just under 14 por of life expectancy, 


and a woman somewhat less than 16 years. 1 think the statistics that 
describe this increased longevity most graphically to me are those of 
the war veteran population. At the end of World War LI, 3,400,000 
veterans of World War I were still alive, and their average age was 53. 
In 2000 A. D., it is predicted that 3,700,000 veterans of World War II 
will still be alive, and that their average age will be 78. 


DemoGRAPHY or AN AGING PoPULATION 


A recent breakdown of some of these overall figures brings out 
a number of interesting points. Whereas the percentage of the popu- 
lation 65 years of age or older is increasing, the percentage of workers 
among older persons has steadily decreased. In 1890, the percent 
of men 65 years and over in the labor force was 68.2. In 1950, this 
had fallen to 45 percent, Yet among those aged 65 and over, as among 
other adults in the population, employment constitutes the most sig- 
nificant source of income. As a logical corollary of these facts, in 
1948, 314 million of the 1144 million persons beyond the age of 65 
had no income of their own for the year. Of the 714 million with 
soma income, 50 percent had less than $500, and employed farmers and 
other self-employed individuals comprised the bulk of this up. 
Of those persons 65 years of age and over 48 pare are self-employed, 
although this is true of only 22 percent of the general population. 
As the aged population has. increased its proportion, there haa been 
a resulting shift in the relative proportions of the other age groups 
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with a tremendous social-economic impact. In 1900, 44.5 percent of 
the population was under 20, and 4.1 percent over 65. In 1949, 34 
percent were under 20, and almost 8 percent over 65. 

It is an interesting fact that only 2.8 percent of the women and 6 
percent of the men over 65 in the United States live in institutions. 
It is interesting, too, that the women over 65 now outnumber the men. 
This was not true two decades ago. Two-thirds of the men 65 years 
of age and over are married and therefore have family responsibilities. 
Fifty percent of the women over 65 are widowed. Another important 
fact is that more than 1 in 5 persons 65 years and over have had less 
than 5 years of schooling, and three-quarters have had 8 years or 
less. 

Illness is no respecter of age. The aged are a particular target for 
illness. In the figures from 1935 to 1936, the rate of acute and chronic 
disabling illness in 83 cities was 171 per thousand among persons of 
all ages and 279 per thousand among those aged 65 years and over. 
Chronic diseases are the leading causes of death in the older age group. 
Approximately three-fourths of the deaths among older people in 
1948 were caused by chronic disease. In medicine we used to talk 
about pneumonia as being the old man’s friend. Today that friend- 
ship has been broken by antibiotics, sulfa, sulfanilamides, and so forth, 
which have dropped the pneumonia death rate from 34 percent to less 
than one-half of 1 percent. 

These are some of the breakdowns and figures. There is one more 
development to which I want to call attention, however, and it con- 
cerns another significant demographic characteristic of our changing 
population which affects the problems of the aging and poses a na- 
tional problem. That is the change of the United States from a 
predominantly rural to a predominantly urban nation. From the 
draft figures we found that young people coming from the cities had 
fewer defects, and that their health was generally much better than 
that of youths from rural areas. The opposite is true among older 
people. If they live to adult life and remain in the country and on 
the farm, they continue to work and apparently do better. I think 
this is an extremely significant point. 


Neep For ImmeprAte AcTION 


Our immediate task is to increase production. The second part of 
the problem is: What are we going to do as far as the future is con- 
cerned? The problems incident to the increasing numbers of older 
people have been medically created. They have been created by in- 
sulin and liver extract, better surgical techniques, vitamins, sulfanila- 
mides, antibiotics, ACTH, cortisone, and other medical advances, 
improved public-health measures, immunization programs—in fact, 
by everything that has made our country the healthiest nation in the 
world today. As these advances increase the number of the aged, 
it becomes our responsibility to do something about their utilization 
in the national economy. If we don’t do something about using the 
disabled, the chronically ill, and the older age group, by 1980, for 
every able-bodied worker in America there will be 1 person physically 
handicapped, chronically ill, or age 65 or over to be supported. Econ- 
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omists tell me that this is economically unfeasible. I think, therefore, 
that we are faced with a problem for which workers in the medical, 
social, and education fields must come up with answers. 

We have talked about the problem and have made dozens of surveys 
throughout the country and throughout the years to bring these figures 
into the breakdowns that I have outlined very briefly. It seems to 
me that now is the time to take the tools that we have in our hands 
and to see what kind of a job we can do with them. If we don’t do 
this, I think we will be in about the same situation as we might have 
been before the turn of the century when we first knew that appen- 
dectomy was a lifesaving measure. Had we said then, “Well, we 
don’t have good anesthesia, our surgical instruments are crude, and 
we don’t have the proper type of sutures; we'd better not do any ap- 
pendectomies until we’ve worked out all these other details; we should 
do basic research in suture material; we should do basic research in 
anesthetic agents, and we should get all this done.” How many 
hundreds of thousands of people would not be living today ¢ 

I was at a meeting of very learned medical men a few months ago 
where a group of the best internists in the United States were dis- 
cussing problems of arteriosclerosis. In a discussion of how to make 
a diagnosis of arteriosclerosis in the heart muscle or the brain, the 
group concluded that there is no way to make an accurate diagnosis 
without a section either of the heart muscle or the brain, which is a 
rather difficult clinical diagnostic procedure. We do know, however, 
that.there are certain reasonable conclusions one can come to. If an 
individual has bumps on the arteries in his wrist that you can feel, 
changes in the eye ground that you can see, and symptoms that we 
know from clinical experience come from arteriosclerosis in the brain 
or in the heart, then it can be reasonably assumed that in all prob- 
ability the condition exists there. If we wait to make a diagnosis until 
we know all about arteriosclerosis, until the answers come to the role 
of cholesterol, fat and protein diet, low salt and high potassium, and 
all. of the things about arteriosclerosis that we are now studying 
clinically and basically, it will be too late to do a lot for many people. 
I have just seen an outline of the current university research on ger- 
ontology compiled as of July 1951. Here are a few of the titles: 
Nucleocytoplasmic Ratio of Different Ages in the Liver of Rats, Mito- 
chondrial Morphology in Arrangement of Glandular Tissue of Rats, 
Studies in Nuclear Phenomena in the Liver of Mice with Age, Aging 
Changes in Vascular Tissues of Human Subjects and White Rats, 
and Single Angle X-ray Defraction of Rat Tendon at Various Ages. 
Let me say that I feel every piece of this research has real value in 
the accumulation of information and should be done, by all means, 
but these basic studies represent 90 percent of our effort, with less than 
10 percent devoted to using the tools that we have today. How are 
we going to use them? 


A GrronToLocicaAL EvanvaTIon AND REHABILITATION CLINIC 


I think we know what the problem is, and we know what tools we 
have. I did not find a single item in the research list regarding a co- 
ordinated program for disabled people using the medical, social, 
psychiatric, psychological, vocational, and economic approach to needs 
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of the individual. Yet, I think the time to start is now, using the 
tools we paren: wegen’, social, economic, and vocational. How are 
¢ 


we going to ell, I think what. we need are pilot. clinics, 
established in cities, rural areas, and small towns, to see what we can 
do, what the costs are, and how much time is required, and in 5.to 
10 years follow up these results. We have been te a. great, deal 
about this in our department at the Bellevue Medical , and. we 
feel that a ity ck something like this, using the crude ax and the 
spade that we have to work with, might give us some of the facts. 

e would call this clinic the gerontological evaluation and rehabilita- 
tion clinic, and it would have three divisions. 


Tue Mevicat DerarTMENT 


The first division would be the medical department, which would 
be headed by an internist. Every person coming to the clinic for 
evaluation would receive a complete medical assessment; we 
try to learn about the status of his cireulation, his general health, and 
so forth. In this unit we would also have an excellent opportunity to 
earry out research on cholesterol metabolism, changes in heart muscle, 
and other medical factors. When we found disabilities in this cross 
section of the population, the patients would be referred to the re- 
habilitation unit. This unit would be set u ee to restore 
the patients to the highest level of ability of which they are capable 
with comprehensive training. A team to do this job, in our opinion, 
must include a physician trained in rehabilitation, a vocational counse- 
lor, a physical therapist, a social worker, a teacher, a speech therapist, 
and someone in dynamic recreation. 

The first step in the rehabilitation of the individual is an evaluation 
of his ability to meet everyday needs. There are a hundred things that 
every person has to be able to do before planning for a vocation. Can 
he comb his hair and brush his teeth? Can he feed himself? Can he 
turn in bed? Can he get from bed to wheelchair, wheelchair to toilet, 
toilet to bathtub, wheelchair to plain chair, up from a plain chair to 
wheelchair? Can he stand? if he stands, can he walk? If he can 
walk, can he get up and down an 8-inch curb? If he can’t he is home- 
bound. We have a secretary at Bellevue whom we like to use as an 
example—a girl 33 years old who had poliomyelitis when she was 2. 
She is totally pareplegie: She has about 40 percent function in each 
arm and practically none in her back. She has had 26 assorted surgical 
procedures. During her early life she had a homebound teachin 

rogram, and she graduated from high school. The school officials 

rought her a cap and gown and put a mortarboard on her head, she 
carried a long red rose, and they gave her a diploma. She was a smart 
girl, and besides having a high-school education she could type 40 
words a minute. She could perform a crablike gait on crutches and 
could get across the floor, but she could not get up and down an 8-inch 
curb. For 28 years she was homebound, because you can’t get. across a 
street if you can’t get up and down a curb. You can’t get in and out 
of a house; you’re fixed. It took 11 weeks to teach this girl a teeh- 
an whereby she could master a curb. The next week she took a job, 
and she has been at work for 214 years. 

Thus, activities of daily living must come first and then other tools 
should be applied. These include a determination of range in motion, 
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muscle tests, psychological evaluation, vocational evaluation, assess- 
ment of aptitudes and interests, and so forth. Then a program can be 
planned to teach the individual the things that he needs to know to 
make an adequate adjustment. 

I should like to digress and report that we are just finishing the first 
analysis of a hundred hemiplegics that we saw at Bellevue in 1949. 
We have had experience with over a thousand in the last 5 years. The 
age mean has been well over 60. The condition of about 90 percent 
of them has been due to arteriosclerosis of the brain. There are an 
estimated 114 million of these individuals in the United States. In 
the past they have been a rocking-chair brigade. They have been in 
the back rooms, in the back beds of the wards in the old peoples’ hom 
in the poor farms, and in other places out of sight of the family _ad 
the doctor. Out of sight of the doctor because he was frustrated and 
did not know what to do with these people who were so severely dis- 
abled ; out of the sight of the teanity Seoks the patient was a chore. 
It has been our experience that 90 percent of these people can be re- 
stored to complete self-care and ambulation, and that one-third can be 
gotten back to gainful employment, although it is extremely difficult 
to find jobs for them because of the prejudice that has grown up 
through the years. “So and so’s had a stroke.” It’s almost like saying 
that “so and so is dead.” There is no reason for it. We've had patients 
who have had strokes 20 years before and who have gone on—merely 
existing during that period of time, although they were capable of 
work. This represents one of the real opportunities for dynamic 
rehabilitation. 

To return to our discussion of the clinic and the medical phase of 
rehabilitation. I think it is extremely important to have in the medi- 
cal division a department of nutrition, because I am convinced that 
in the older age population subclinical vitamin deficiency is almost 
endemic. In the part of the country that I come from, there used to 
be a saying, “A woman will starve to death if she doesn’t have a man 
to cook for.” I think there is some truth in that. More than 50 percent 
of the older age group are widows, and it’s too hard, too uninteresting 
to cook green vegetables for one’s self. It’s much easier to open a 
can and eat a slice of bread with a little jam and call it a day. It’s 
no fun to eat by one’s self, and it’s no fun to cook by one’s self. We 
had an interesting example of nutritional deficiency in my own family 
last year. My mother, who is almost 80, was visiting us in New York. 
She had a severe tinnitus in her ear. She was ciredalhy examined, and 
it was felt that the difficulty had an arteriosclerotic basis with some 
anxiety neurosis. We gave her a little mild sedative and told her to 
forget it, but she continued to be miserable, fatigued, and “achey.” 
One night during her visit she came down to dinner and said: “My 
tongue’s so sore that I can hardly swallow.” And here it was right 
before our eyes—rhagades at the corner of the mouth, a typical red 
tongue, a vitamin-B complex deficiency. The tinnitus was corrected, 
and she was a different person after 3 weeks of adequate replacement 
therapy. When a nutritional problem can come along under your 
eyes in a doctor’s family and when, if you look for it, you can see it 
in every clinic, what must its incidence be in the general population ? 
The problem must be especially acute among those who have no in- 
come (one-third), among those with less than $500 a year income 
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(one-third), and in the other third who have more income but am 
whom two-thirds of the men have family responsibility and only 22 
percent are allowed to continue to work in industry. : 

The medical unit would also offer a complete psychiatric service, 
with a clinical psychologist included on its staff, to study. the 
emotional needs of the patients. I am perfectly sure, from. clinical 
observation, that there is something in having a pu in life and 
in being happy that prevents the progress of arteriosclerosis. 1 think 
the experience of our own Hodson Center in New York documents 
this. That ceriter was established about 8 or 9 years ago—for an 
interesting reason. The staff of one of the welfare offices in the 
Bronx didn’t have time to get its work done, owing to a daily stream 
of older people coming to the office with their complaints. “Mrs. 
Jones said something about me,” “My check was late,” “The eggs are 
cold,” “I don’t have enough blankets,” and so forth. As a protective 
mechanism, it was decided to set up, in the old abandoned city hall, 
a little recreation center for these people, with the hope that they 
would gather there rather than in the welfare office. It was set up 
with these ground rules: one had to be 60 to get in, and the clients 
were to run it themselves. They got an old piano, a pool table, and 
some card tables. They elected officers, appointed a committee to visit 
the sick, another committee to send out birthday cards, and so forth. 
They have now had 5 years’ experience. They keep the center open 
5 days a week: they make coffee and tea at noon, they bring their 
sandwiches; and now by popular request I think the center is open 
part time over the weekend. They have 2 dances a month; they pro- 
duce a play every third month; there have been 11 weddings since 
the place opened. But the reason that I draw attention to this illus- 
tration is that in 5 years of experience with 700 clients, whose average 
age was 76 years, the admission to general hospitals was 50 percent 
under the expectancy for that age group in that stratum. Even more 
interesting to me was the psychiatric situation. It is estimated that 
there should have been 40 admissions to general hospitals over the 
5-year period for degenerative psychoses of age. There. have been 
no admissions, however, to psychiatric institutions from this group 
during this 5-year period. Had the 40 persons been admitted at the 
rate of 8 per year over the period of 5 years, it would have cost the 
taxpayers $10,000 more than it did to run the whole program for 
the 700 for the 5-year period. Here, then, is a type of preventive 
medicine that I think has to be incorporated in the public health serv- 
ice of the country. Public health service, in my opinion, is one of the 
keystones in this whole program—in casefinding, in prevention, in 
population studies, and in other functions which it has carried out so 
well through the years. 

Socran SERVICE 


A second major unit in the rehabilitation clinic would be social 
service with a staff of qualified social workers. This division would 
include a housing unit to discuss and study the problems of housing. 
It would also have a legal unit, because we are always finding old 
people who have an obsession about whether their insurance has 
lapsed, about a will, or about something of that nature. In addition; 
its staff would include someone trained in therapeutic recreation. 
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VocaTIONAL AND JOB-PLACEMENT SERVICE 


The third element of this evaluation and training clinic would be 
the vocational and job-placement service, with qualified vocational 
counseling carried through to job placement. It would also include 
avocational training. I think there is considerable evidence to show 
that individuals beyond the age of 60 are perfectly capable of new 
vocational objectives, and avocationally I do not think that we have 
even touched the surface. One of the best examples is what we have 
done to utilize the oldsters in the new profession of babysitting. I 
would a thousand times rather have grandmother sit with my child 
than a high-school girl of 13 or 14 who can hardly wait until she can 
get. out to have a date, or have a date in, or get away to go to the 
movies, or to read novels. With a little organization and training 
babysitting for grandmother could be organized into a nationwide 
program for oldsters that would give many older persons an oppor- 
tunity to augment their incomes. For those who are trying to live 
on a small pension, or who have no income, it would provide enough 
remuneration to buy a little dignity. 


Source or Patrents 


Where would the patients of such a demonstration clinic come from ? 
I think they should come from three sources. The first is industry. 
Joe Brown is 64. He has fallen down on the job. Why? If Joe 
could be evaluated in the clinic I have described, one could accurately 
tell whether his trouble was psychological, physical, or nutritional, 
or whether he had had a fight with his foreman, or whether he had 
had to move in with his daughter and her three children with attendant 
emotional upset in the home. It could be determined whether the 
problem had one facet or five, whether it could be corrected and, if 
so, whether that would improve his productivity. 

How did we arrive at the magic age of 65 for retirement? One da 
last July Walter Gifford was capable of doing a relatively good job 
as chairman of the board of the American Telephone & Telegraph 
Co. Then the calendar turned, and on the next day he was retired as 
incapable for the position. Yet 3 weeks later he was given the most 
difficult diplomatic post this country had to offer. Harvey Cushing 
was retired from Harvard at 65, was unable to continue there as 
professor of neurosurgery, but after leaving there to go to Yale, he 
performed some of his most productive work. I believe that in not 
reevaluating the whole problem of retirement we are wasting the most 

recious human resource that we have, that is, the resource of wisdom. 

eople are not born wise. They may be born smart, but they gain 
wisdom only with experience, and they acquire experience only with 
time. The body is simply the carrying mechanism for what a man has 
in his brain or for the technical skill in his hands. They represent 
his ability to produce, and they can be exercised in later life. Some 
individuals, I think, should be retired at 40. I think others are capa- 
ble in their old age. Mr. Baruch is a good example. Had he retired 
at 65—he will be 81 in August of 1951—we would now have missed 
the atomic energy program, the rubber program, and 16 years of his 
wise counsel. It is interesting that among the artificial-limb makers, 
whose art passes on from generation to generation within a family, 
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many of the most skillful artisans are in their eighties. You may say, 
“Well, what about the common laborer?” The next time you are in 
New York and you ride down any street (some section of it will be 
torn up), notice the workers and you'll see an old Italian laborer 
among them. Look at his forehead and you'll see the tortuous arteries 
under the skin, and then watch the way he handles the bricks or the 
cobblestones or the big hod of cement. He does it so =i hardly 
know he’s working. en watch the young men around him. Their 
backs seem to be breaking, and the perspiration is running off of them. 
The old man has learned a skill. y can’t he use it as long as he is 
able? With the tools that we have in our clinic, we should be able 
to evaluate his ae for continuing work from a combined psycho- 
logical, emotional, and physical point of view. We may not be able 
to do this in the finest etail, but we can at least come up with some 
answers from which principles can be defined. 

A second source of clients would be the referral services of public 
and private welfare units. A third group should be referred by doc- 
tors. At the end of the first year of the operation of the clinic, studies 
could be made to see how many clients had nutritional problems, how 
many had nothing but the problem of finding a job, how many had 

ychological or physical problems, how many had adequate hearts, 
oe many had housing problems, how many had problems caused by 
living with their children and their grandchildren. How many of 
these problems could be worked out by family seminar conference 
methods? . 

We have had elements of such a program in various places. If 
we could take the good features of programs throughout the country 
and incorporate them in one large clinic, we would have the answer, 
but I know of no poe where such a clinic exists in its totality. The 
problem is much like that in medicine. If you have nine hospitals 
in New York scattered about the city, a given patient may be referred 
to one because it has good surgery, to another because it has a good 

sychiatric unit, and to another for X-rays, and to still another place 
or laboratory tests. The individual would never get total medical 
care, even though its parts are all available in the city. If we cannot 
give total medical care to the individual, we cannot learn what total 
medical care can do for him. I think, therefore, that our first step is 
to recognize the magnitude of this problem and of its many ramifi- 
cations, but the second step is to make a dynamic approach to the prob- 
lem. Let’s serve the patients who are among the 13 million old one 
Let’s set up, if only for an infinitesimal number, a program whereby 
we can see what can be done with our present skills. If we could do 
that, using the teamwork approach that Mr. Thurston has discussed, 
working hand-in-hand with Federal and State rehabilitation pro- 
rams, with community groups, and with medicine as a whole, I think 
at in less than 3 years we would discover some of the answers to our 
problems and could adapt our programs accordingly. 


Tue Docror anp Mepicat TRAINING 


The last point I want to make is that if the medical ee are to 


be met, we in medicine will have to change the attitude and emphasis 
of our medical oe I can best say this by repeating what I said 
to our freshman class last month: 
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If you spend all 4 years of your time in this department 
and come out with only one thing—a total approach to the 
individual—I believe your time will have been well spent. 
After seeing what can be done for severely disabled = 
and how to do it, if you can get the same inner satisfaction 


out of taking an old hemiplegic out of a wet bed and teaching 
him to walk and care for himself that you now feel about 
ing a diagnosis of histoplasmosis or aleukemic leukemia, 
then your time here will have been well spent, because that 
will mean that you are prepared to make a dynamic approach 
to your patients throughout your medical career. You won’t 
be frustrated then when the hemiplegic or the old osteo- 
arthritic comes into your office, and you won’t be a potassium- 
iodide, phenobarbital doctor, who will give them a big pre- 
scription and get them out as soon as you can because it an- 
noys you that there’s nothing that you can do for them, or 
because you haven’t time to listen to their stories or to hel 
them psychologically. About 75 percent of your practice is 
going to be stimulating and rewarding, because that propor- 
tion of your practice will be made up of individuals with 
roblems in chronic disease. Infectious disease is not an 
‘great shakes” any more. Its problems are solved. It isn 
like it was when I came out of medical school and had to sweat 
out the crisis of pneumonia for a week or more, having to 
work continuously for 48 hours to type the pneumococcus 
and then hoping that it was the type that was sensitive and 
that serum was available. 


We have to change. It has to become as glamorous to the medical 
student to teach a paraplegic to walk on his feet on braces and crutches 
and go back into life as it now is to take out an appendix. Until that 
time comes in medicine, we will have difficulty in meeting the prob- 
lems of chronic disease and aging. Speaking medically, I think that 
our primary problem today is the lack of trained and motivated doc- 
tors. IfTI felt that in the next 5 years 500 young, top physicians would 
take up, for their careers, specialties involving a dynamic approach to 
the disabled and to the chronically ill, I would feel that the medical 
aspects of the problems in the future could be solved. I feel, also, as 
thoughtful people cooperate with a common purpose in meeting this 
problem headon, using the tools that we now have, that, although 
the problem is as wide and as deep as you can measure, solutions will 
be forthcoming. 





4. CERTAIN ASPECTS OF REHABILITATION OF PA- 
TIENTS REQUIRING A PROLONGED PERIOD OF HOSPI- 
TALIZATION IN A GENERAL MEDICAL AND SURGICAL 
HOSPITAL OF THE VETERANS’ ADMINISTRATION 


By Dr. Joshua Ehrlich, Chief, Physical Medicine and Rehabilitation 
Service; Dr. Ian C. Funk, Chief, Psychiatry and Neurology Serv- 
ice; Dr. William P. Nelson III, Chief, Medical Service; Dr. S. K. 
Livingston, Director, Professional Services 


During the past 3 years the VA hospital at Albany, N. Y., has 
attempted a reconditioning program for some 350 patients pee se 
prolonged hospitalization. These patients have consisted of three 
separate and selective groups: 7 

(1) Chronic psychotic patients with concurrent medical, surgical 
and/or neurological complications. 

(2) Patients with an illness or disability of long-term duration 
which is of a general medical, surgical or neurological nature without 
psychosis. 

(3) Chronic psychotic patients who have been hospitalized in 
neuro-psychiatric VA hospitals for many years. 

In discussing the rehabilitation aspects of patients requiring pro- 
longed hospitalization in a general medical and surgical hospital, 
it is essential that the type Facsies under consideration should be 
defined. “Intermediate” is a term which, with some criticism, has 
been en to these patients; criteria for including a patient in the 
intermediate care program include: 


‘3 The completion of the acute phase of medical care. 


2) The requirement of tangible professional medical care to main- 
tain the same level of physical and mental attainment, even though 
this care produces no tangible therapeutic gains. 

2} The requirement of continued moderate nursing care. 

4) The professional and nursing care required are more than can 
ordinarily be provided in a nonhospital custodial or nursing-home 
environment. 

The need for this type of patient care has become unusually appar- 
ent in the last 1 or 2 decades. During this period, the problem of an 
aging population has become more visible, at the same time that social 
responsibility for both the aged and the infirm, whether young or 
elderly, became more demanding. 

These patients may present themselves to our larger hospitals as 
individuals, from the various medical, neuropsychiatric, and surgical 
wards where they are found to be occupying acute beds by virtue of 
problems which are no longer acute or subacute. They may also 
present themselves as groups from psychiatric hospital and/or cus- 
todial and domiciliary institutions. 

Having defined briefly the source and the general type of patient 
with which this discussion is concerned, one further division of these 
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atients can be made into a group having primarily medical prob- 
ems, and a group having primarily neuropsychiatric difficulties. 
Most of the techniques and objectives in a rehabilitation program will 
be common to both groups; few techniques are peculiar to one or the 
other group exclusively, although obviously the emphasis will vary 
between primarily medical and primarily neuropsychiatric patients. 

The physical layout for handling intermediate patients has received 
sonar attention in theory. In practice, 40-bed ward units of 
general hospital facilities are usually utilized with an appropriate 
complement of professional, nursing and aide personnel assigned to 
each unit. Open wards and general hospital dining facilities are 
utilized whenever feasible. = éFsel 

Experience indicates that it is impossible to maintain two standards 
of medical care. The same degree of evaluation and attention which 
is rendered to acute patients on acute services has been found to be 

uired on intermediate wards because the medical and neuropsy- 
chiatric infirmities of these individuals are seldom static; they are 
usually constantly changing. The cardiac, asthmatic, hemiplegic or 
gastroenterological patient constantly requires reevaluation and al- 
teration in his therapeutic program simply to maintain his physical 
status. Likewise, the psychiatric (emotional) status of the neuropsy- 
chiatric patient is one of continuous alteration. In consequence there- 
of, it has been found that 1 physician and 1 registered nurse around 
the clock are required to maintain these units adequately. Occasion- 
ally, on strictly neuropsychiatric wards, well-trained aid personnel 
can supplement service of the professional nurse. This point requires 
emphasis because there is a tendency to feel that long-term patients 
are relatively static with regard to their medical and _— in- 
firmities. Such a concept we feel is quite erroneous. ese patients 
require constant medical attention. Custodial care only is inadequate 
if adequate medical standards are maintained. Ward units larger 
than 40 or 50 patients cannot be handled adequately by 1 physician 
and 1 nurse in continuous attendance. 

That there cannot be two standards of medical care within one 
general medical and surgical hospital is not only true with regard 
to professional and nursing personnel, but is also quite evident from 
the viewpoint of ancillary services. These patients require as much, 
if not more, dietetic attention than acute services; they require con- 
tinuous and ample laboratory facilities and assistance to evaluate the 
many problems which they continually present in the area of respira- 
tory or genito-urinary infection, in anticoagulant therapy of their 
vascular problems and in radiological evaluation of their skeletal, 
gastrointestinal, pulmonary and genito-urinary systems. 

Considering intermediate patients as a group, their appropriate 
maintenance or improvement in rehabilitation falls into two main 
categories: Emotional and physical. This is true of both neuropsy- 
chiatric and medical patients. Few psychiatric patients are without 
medical problems and almost no chronically ill medical patient is free 
of emotional disorders and the tendency to emotional deterioration. 

ion and introversion are a common emotional denominator of 
the major proportion of these individuals. With this in mind the 
discussion will be directed at this problem initially. 

Activities of all sorts play a paramount role in the emotional treat- 
ment program. Certain activities are under the direction of the pro- 
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fessional staff ; others are under the direction of the Special Services. 
Whenever, as is usually the situation, many activities are prescribed, 
it is not infrequent that they conflict witn one another. To obviate 
these conflicts, and integrate and coordinate the total patient program, 
a coordinator has been appointed who assumes overall direction... |. , 

The most useful activities program is that in which the patient is 
involved with other people. Any activity which increases the con- 
tact of the patient with normal individuals appears to be therapeutic, 
This contact of patients with normal people begins at the ward level. 
Of prime consideration is the selection of wa rsonnel. Doctors, 
nurses, and aids must be psychologically well adjusted and must be 
interested and believe in the patient program. They must exude 
energy, initiative, and gre tpn interest in the patients and in their 

roblems and concerns. single disinterested apathetic individual 
in such a ward unit, by expressing irritation, lack of interest, or rarely 
disdain, can destroy literally weeks of effort on the part of the re- 
maining personnel in developing initiative and interest in an indi- 
vidual patient. The proper selection of personnel, therefore, is of 
great importance. Furthermore, ward personnel of acute versus in- 
termediate units should not be considered generally interchangeable. 

Since activities which bring patients into contact with normal 
individuals, and indirectly with the outside world at large; are of 
great importance, group therapy, music therapy, and ward recrea- 
tional therapy utilizing outside personnel and volunteer personnel 
have been quite successful. 

Beyond the ward level, hospital activities have considerable emo- 
tional therapeutic value. These activities include first the manifold 
activities of the Physical Medicine and Rehabilitation Service. which 
are overtly aimed at physical rehabilitation, but which should be pre- 
sented and aimed at emotional rehabilitation as well if their maximum 
value is to be attained. The emotional approach of the ‘physical, 
corrective, occupational, and/or educational therapist’ is most sig- 
nificant, and these potent members of the total hospital team must. 
and do accept an important role in the area of emotional therapy. In 
addition to these activities, visits to the canteen, movies, entertain- 
ment, and occasionally dances, have considerable therapeutic value. 
Beyond the hospital level, excursions away from the hospital to vari- 
ous special local events as well as visits to the home of family or 
relatives have demonstrated value. 

It has been repeatedly observed that many patients who have re- 
gressed within themselves due to their psychiatric or medical illness 
tend to passively attend an activity without deriving much benefit 
therefrom. The patient passively cooperates, but not enter 
actively into the program. For instance, a patient may go regularly 
to the canteen on certain days but either will order too many thi 
to eat or else will just sit down and wait to receive something. If he 
is allowed to continue in this behavior, week after week, month after 
month, little benefit or socialization will result. Under this circum- 
stance, it is important that the attending personnel make overt efforts 
to assist the patient in deciding for himself what he wishes to purchase 
and in encouraging him to obtain the purchase himself. Too often 
patients have well-established patterns of behavior. Attending per- 
sonnel, by taking the line of least resistance, allow these same inade- 
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quate patterns to continue. Not infrequently, a patient is considered 
cooperative when he adjusts well to the hospital situation regardless 
of whether he is demonstrating any individuality or socialization. 
Initiative on the part of the patient must be overtly encouraged. 

The importance of stimulating socialization, regardless of the par- 
ticular activity, has been emphasized. This stimulating process is 
emotional therapy directed at maintaining or reestablishing contact 
with the seltanlveasth Often the rehabilitation which is required 
stems from a physical or emotional illness dating back 5 to 20 years. 
The paramount problem, then, may be one of “hospitalitis” extending 
over a long period of time. Whether mentally ill or not, the patient 
has lost contact with reality ; he no longer recognizes any values beyond 
4wallsand3 mealsaday. Initiative has been lost. 

Rehabilitation really must center around helping the patient to 
help himself, and not around services and external care. It had been 
observed, for instance, that at coffee time on a ward, an aid was pouring 
coffee, adding cream and sugar and distributing the coffee to the pa- 
tients.. This type of management, although very sociable, was not 
therapeutic. It appeared desirable to deliver the coffee to the dayroom 
and allow the patients to help themselves and serve each other. The 
results of this change were quite gratifying. On a neuropsychiatric 
ward, it was observed that articles and services such as newspapers and 
shoeshines were being offered to patients without any effort on the 
patient’s part. It was decided that those — who could handle 
canteen books, even though nonprivileged, should ask and pay for such 
articles and services themselves. This alteration, under gui ance, was 
made with gratifying results. The installation of a beverage dis- 
penser on one of the wards and the distribution of approximately $1 
per week in different denominations of small change has been of thera- 
peutic value. 

The volunteer personnel program is a very important part of re- 
habilitation. To develop the greatest possible value from volunteers, 
it has seemed desirable to assign 1, 2, or several volunteers to the ward 
physician rather than tothe nurse. In this manner the ward physician 
can interest the volunteer in the accomplishments and goals of the 

rogram. 
* urning from the problem of emotional to that of physical rehabili- 
tation, experience has indicated that these patients require physical 
organic reevaluation at relatively frequent intervals. This is true of 
those patients who may enter a general medical and surgical hospital 
in groups from a domiciliary institution. Not infrequently, after 
careful examination, unsuspected disease will be found of a completely 
correctable nature. They may require therapeutic procedures directed 
at low-grade genito-urinary infections, prostatic difficulties, inade- 
quately controlled cardiac or pulmonary insufficiency, or arthritic 
symptomatology which can be definitely improved. Therefore, medi- 
cal evaluation and be “he ple corrective therapy must be considered. 

The Physical Medicine and Rehabilitation Service plays an impor- 
tant role through the use of physical medical procedures, including 
active and passive exercise, and various modalities of heat therapy. 
These are important adjuncts in maintaining or improving ambula- 
tion. Corrective, occupational, manual arts, educational and indus- 
trial therapies all play as important a role in physical as in emotional 
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ambulation. They must be prescribed on an individual patient basis, 
not as a group program. In this situation, teamwork between the 
ward physician and the therapist is essential; this teamwork implies 
that the therapist is advised of both the physical and the emotional 
objective. { 
aving attained or maintained a reasonable degree of emotional 
socialization and of physical rehabilitation, another problem which 
presents itself in a limited number of patients is the potential discharge 
of the individual. This will imply that both medically and emotion- 
ally, he no longer meets all the criteria indicated earlier for classifica- 
tion as an “intermediate” patient; specifically he no longer requires 
extensive hospital facilities. He may be dischargeable to a nursing 
home or to his own family environment. This may be done either 
directly or facilitated through the planning for patients discharge 
rogram. 
5 rtain patients, especially long-term neuropsychiatric patients 
reach a plateau of potential employability, but are not candidates for 
direct discharge and general employment. Employability may be an 
important and necessary step in the final treatment program. Indus- 
trial therapy and member-employee programs can be of the greatest 
service in selected patients, in carrying through to its logical conelu- 
sion the whole design of increasing patient socialization. 


SuMMARY 


1. The VA hospital, Albany, N. Y., has attempted _a reconditioning 
program for some 350 patients requiring prolonged hospitalization. 


2. These patients have consisted of three rather separate groups: 
one, chronic psychotic patients with concurrent medical, surgical 
and/or neurological complications; two, patients with an illness or 
disability of long-term duration which is of a general medical, surgical 
or neurological nature without percnonie; and three, chronic psychotic 
patients who have been hospitalized in neuropsychiatric VA ote 
for many years. 
3. The rehabilitation of these patients has been presented in terms 
of a twofold appenen one, from an emotional standpoint; and two, 
from a physical organic standpoint, which the three groups require 
to a greater or less degree. 
4. The proper utilization of all the personnel and activities pro- 
rams of a general medical and wf dy ga ital have been discussed 
rom this two-fold viewpoint. The patients live on open wards inso- 
far as possible. The majority are fed in the regular patients’ dinin 
room. Recreational facilities are made available to them by specia 
services. Group therapy has been extensively employed. Rehabilita- 
tion and socialization insofar as possible consist of a graduated-scale 
activities. Occupational therapy is expanded into industrial therapy 
which is further expanded into member employment. Further pro- 
ren depending on individual response, leads to trial visits and/or 

osterhome care. The final object of accomplishment is partial or full- 
time employment, in the community through the added efforts of the 
Vocational Counseling Service. 
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HOUSING AND LIVING ARRANGEMENTS 








5. THE NEW BREAK IN HOUSING FOR SENIORS * 


Albert M. Cole, Administrator, Federal Housing and Home Finance 
ncy 


As a result of the new Housing Act of 1956 and of revisions in the 
Federal Housing Administration’s trade-in program, the most serious 
obstacles are now removed for senior citizens who want to obtain liv- 
ing quarters better suited to their retirement years. 

This fact is of tremendous importance, in view of the significant 
changes taking place in our pattern of living, especially among our 
seniors. Thanks to the social security system and to the ever-widening 
network of private pension plans, more and more people are coming 
into their retirement years with a degree of haan independence 
unheard of 30 years ago. Asa result, many older people are no longer 
satisfied to live with relatives or friends, and now want homes of their 
own. 

Until a few months ago, however, there were obstacles which made 
it impossible for many seniors, despite their improved financial status, 
to get the sort of living quarters they wanted and needed. 

Many senior couples, for example, found themselves saddled with 
large homes which had been ideal for the rearing of a family, but 
which far exceeded present needs. The problem of disposing of these 
old homes and getting smaller units often seemed insuperable. And 
maintaining such homes usually places an undue tax upon waning 
physical strength and financial resources. 

Other seniors who are not homeowners have looked forward to 
retiring to a warmer climate and buying a small house there. Too 
often, however, their plans have been abruptly halted by the discovery 
that mortgage money was extremely difficult to obtain if the applicant 
was much past 60 years of age. Hence, those not fortunate enough to 
have built up a substantial nest egg were denied the opportunity of 
fulfilling lifelong dreams for a comfortable retirement hones. 


Tue Trape-In Program 


Now, after an extended study of the problem, the Government has 
developed a multipronged program designed to open up housing op- 
portunities for seniors. 

To make it easier for existing home owners of all ages to trade in 
their present homes for new ones better suited to their needs, the FHA 
last spring revised its trade-in program. By making interim financ- 
ing more readily available, the new plan now enables an owner to 
apply the equity he has built up in his old house as a downpayment 
on a new one. This means that many older persons now find them- 
selves easily able to finance the purchase of small homes for retirement. 

Under the law, the individual or firm taking a trade-in property 
can finance the transaction with an FHA-backed mortgage, up to 85 


21Source: Journal of Lifetime Living, vol. 22 (December 1956), pp. 16—19. 
27 


85551—_57——_3 





28 STUDIES OF THE AGED AND AGING 


percent of the amount an owner-occupant can borrow on the same 
property. The maximum loan permissible on a traded-in property is 
$17,000. Only one- and two-family structures are eligible for this 
type of interim financing. 


LIBERALIZED Home FInAaNcING 


For the benefit of those older people who do not have a house to 
trade in, the new Housing Act of 1956 has some special provisions to 
help senior citizens get satisfactory mortgage terms on new homes. 

The law has been amended to make it possible for friends or rela- 
tives, or even a corporation, to make the downpayment on a house 
being purchased by a person 60 years of age or over. Where the 
elderly borrower would not otherwise qualify as an acceptable credit 
risk because of his age, he can now become eligible by having another 
individual or a corporation become a cosigner on the insured mortgage. 


New Renvrau Hovusine 


The Housing Administration recognizes that many older indi- 
viduals and couples do not wish to buy, but prefer to rent. Our 
studies of the situation have disclosed, however, a great dearth of 
suitable rental accommodations for them—especially of units (not 
institutions) which can provide some degree of service, including 
meals and planned recreational opportunities. Even our churches, 
fraternal organizations, trade unions and the like, which have done 
pioneer work in this area, have been hampered in their efforts by the 
difficulty of obtaining favorable financing. 

Therefore, the Housing Act of 1956 added a new provision to the 
section 207 FHA rental housing program, to help finance the con- 
struction or rehabilitation of rental housing for 8 elderly by non- 
profit organizations approved by the FHA. When such an organi- 
zation will sponsor a rental housing project specially designed for 
the use and occupancy of older people, a maximum mortgage of $8,100 
per dwelling unit is allowed. This mortgage can be 90 percent of 
replacement cost, instead of 90 percent of value (as required by law 
for other rental housing under the section 207). 

The use of replacement cost in determining maximum mortgage 
amounts will allow the full cost of providing special housing features, 
such as small living units, sented dining facilities, reading rooms, 
specially designed batheoruns; nonskid floors, and special fighting 


Projects can be in the form of elevator-type structures, row houses, 
and even separate dwellings if they are grouped in a contiguous 
project. 


For Low-Income Seniors 


While the new provisions of the FHA law will aid a large segment 
of our home-seeking older citizens, what about older people of low 
income ¢ 

One of the biggest obstacles facing this group has been the fact 
that single individuals have not been eligible for admission to low- 
rent public housing. As a result, widows and widowers and other 
single persons of low incomes have been denied the benefits of public 
housing. To eliminate this obvious injustice, the Housing Act of 
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1956, amended the public-housing law—the United States Housing 
Act of 1937—to open public housing projects to low-income single 
persons of 65 years of age or over. 


First CuHoice 


New provisions were also added to the public-housing law which 
specifically authorize the Public Housing Administration to assist 
in the construction of new housing or the remodeling of existing 
low-rent public-housing projects, in order to provide accommodations 
designed specifically for older families. 

Furthermore, local public-housing authorities are authorized to 
give a first preference to admission of the elderly to any low-rent 
public-housing units suitable to their needs. This preference is to be 

rior to any other preferences. In addition, the local housing author- 
ities are empowered, in the case of the elderly, to waive the require- 
ments of the United States Housing Act that tenants admitted to 
public housing must come from substandard dwellings—which often 
worked injustices. 
Masor MILesTone 


As a result of the Housing Act of 1956 and of the revisions in the 
FHA trade-in program, we are now armed with new weapons to attack 
the housing problem of older people. 

To assist in promoting the program, and to help identify gaps 
which may require administrative or legislative changes, an advisory 
committee on housing for the ae has been set up. 


With .its guidance and with the help and cooperation of all who 
are interested in the housing problems of the elderly, we believe 1957 
will prove to be a major milestone along the road of giving our senior 
citizens the housing opportunities they deserve. 





6. HOUSING OLDER PEOPLE—A GROWING MARKET? 
Tue Growrne Neep For Hovusine THe AcIne 


| By United States Senator John Sparkman, chairman, Senate 
Banking and Currency Subcommittee on Housing 


_One of the greatest problems facing the Nation today is that of 
providing adequate shelter for elderly persons at a cost they can 
afford. 

Improvement of housing for older persons is, of course, a part of 
the general task of providing more and better housing for everyone. 
However, the process of aging involves certain social, economic, and 
physical characteristics which are particularly pertinent in determin- 
ing housing needs. 

The number of persons 65 years of age and over increased about 
4 times during the period from 1900 to 1950—from 3 million to 12 
million. Proportionately, this age group increased from 4 percent 
of the total population in 1900 to 8 percent in 1950. By 1975, accord- 
ing to the United States Census Bureau, the number of aged is expected 
to be around 21 million—nearly 10 percent of the total population. 

What about the social and economic factors associated with the 
aging process—factors which should be of special interest to home 
builders who are mindful of population needs and market possibilities ? 

On the basis of latest Census Bureau figures (1950), we find almost 
70 percent of those 65 and older were living in their own households. 

(Eprror’s Nore.—A recent survey by the 20th Century Fund in- 
dicates 68 percent of persons in the nonfarm population over age 65 
own the homes in which they live, as compared with 53 percent of 
the total population. 

Fewer than half the aged living in their own households had their 
spouses with them, according to 1950 figures. In households of the 
middle-aged, nearly 4 out of 5 included both husband and wife. The 
principal reason for this situation among the aging is, of course, 
death of the spouse. Nearly a fourth of the men are widowers, but 
more than half of the women are widows. It is important to note 
that because women have greater life expectancy the proportion of 
women in the aged population exceeds the proportion of men, and 
will increase. 

Another interesting fact is gleaned from the 1950 statistics: al- 
though there is a tendency for the size of the family to be smaller 
among the aged, the size of the dwelling tends to be larger. The 
results is that 82 percent of the family groups among the aged have 
less than 0.75 person per room. Only 56 percent of the younger 
family groups have as much space. 


eae Correlator, National Association of Home Builders, March 1956 (illustrations 
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A home which served the needs of a family with several children 
can become a burden after the children have left. As energy and 
income wane, an elderly couple finds it increasingly difficult to main- 
tain a large house. 

Without full-time employment, most persons experience a sharp 
drop in income after age 65. About 7 out of 10 persons 65 and over 
receive income from employment or social insurance, or both. Of 
the rest, about one-half are receiving old-age assistance. 

Health is another factor in the problem of housing the aging. Well 
before 65, there is usually a decline in energy; in some cases there 
is infirmity or long-term illness. What type of housing is best for 
older people? Most, as with other groups, prefer their own homes. 
This gives them a sense of security and independence. However, 
because of physical inadequacy, they may not be able to cope with 
burdens of living in eer which are ideal for younger residents. 
In general, most nee e in their sixties and seventies will seek living 
arrangements that do not tax their strength too greatly. Others, 
definitely handicapped, may need special facilities and services. 

Various communitiés are aware of this problem and the approaches 
toward solving it are thoroughly diversified. There are cooperatives 
in rental housing, sponsored in some cases by professional groups 
such as the Omaha Education Association or the Seattle Educational 
Auxiliary, by church groups such as an interfaith project in Denver, 
or by a community such as in Washington County, Iowa. 

There are some older people who cannot purchase or rent suitable 
housing on a commercial basis. For them, low-rent public housing 
ote may be the only answer. Such provisions are made in New 
aie Chicago, Cleveland, Memphis, Providence, Syracuse, and St. 

uis. 

There are some facilities which combine independent housing and 
institutional care, These would include the Tompkins Square apart- 
ment house in New York City, Cobbs Hill Village in Rochester, N. Y., 
and the Senior Center in Santa Barbara, Calif., operated by the 
American Women’s Voluntary Services. There are also family resi- 
dences, hotels for seniors, homes for aged and infirm, model com- 
munities sponsored by fraternal orders, and retirement villages. 

To try to prescribe specifically and solely for the housing needs 
of older people is about as futile as trying to prescribe specifically for 
any other segment of our population. We can, however, make this 
generalization: the principal need is an adequate supply of dwelling 
units at low cost or low rent. Certain standards are more important 
for the aging, who have greater need of an extra margin for comfort 
and particularly for safety. The following suggestions which have 
been made to our subcommittee should be taken into consideration in 
the appraisal of housing suitable for the aging, although no one house 
or apartment could incorporate all features : 


SITE AND DEVELOPMENT 


1. Away from sources of industrial fumes, dust, smoke and heavy 
traffic. 

2. Not an area exclusively for the aging, but a typical residential 
neighborhood. 


3. Convenient transportation. 
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4. Minimal grades and level approaches to avoid steep walks, ramps 
and stairs. 
5. Available outdoor area: parks, private outdoor sitting area and 
small gardens. 
CONSTRUCTION AND FACILITIES 


1. Ground dwelling unit with handrails at all steps and ramps. 

2. Reduction of fire hazards by carefully chosen building materials, 
thoughtful planning for circulation and exit, sufficient space in front 
of open fires or near stoves. 

3. Two exits to the outside easily accessible to older persons. _ 

4. Orientation for sunshine, light, ventilation, and a pleasant view. 

5. More and better light, both artificial and natural. 

6. Heating system capable of providing a temperature higher than 
65° to 70°, which is comparatively even from floor to ceiling to avoid 
chilling of the feet. 

7. Walls and ceilings between apartments should restrict noises, 

8. Floors should be smooth but nonslippery, particularly in kitchens 
and baths. Door thresholds and changes in level are undesirable. If 
there are stairs, they should slope gently between 30° and 36° with 
uniform tread and riser dimensions, and be provided with handrails 
and nonslip tread surfaces. 

9. Unit design should minimize walking and provide easy access 
to storage spaces without excessive reaching or bending. Design for 
1-2 person occupancy. Private bathroom for each apartment. Wall 
switch outside the door. Bathtub or shower should have strategically 
placed grab bars and nonslip shower-stall floor. Kitchen areas pro- 


vide maximum wall space for storage cabinets at hand level, work 
counters and sink at convenient height. Electrical appliances prefer- 
able to gas. Ramps where wheelchairs must be used. 

Many kinds of action have been proposed to meet the housing needs 
of the older population. There have been proposals for relaxing credit 
provisions; ee long-term, low-interest financing; combination 


subsidies and long-term loans to public agencies and nonprofit housing 
corporations; liberalization of Federal housing regulations. 
Yertainly, a number of measures will be before the Congress this 

year to facilitate the increase of housing for elderly people. I take 
great pride in having sponsored S. 2790, the elderly persons bill, to 
provide both private and public housing for our senior citizens. 

Meanwhile, I wish to urge upon the builder members of the National 
Association of Home Builders that they think intently about includ- 
ing single-family dwellings and specially designed apartment units 
for older individuals and couples when they are developing communi- 
ties and building apartment houses. The builder is one individual 
who can help to alleviate this constantly growing problem which 
confronts us. 


Commrirtrer NoTE: Following Senator Sparkman’s article, the 
March 1956 issue of Correlator published a number of examples of 
privately sponsored housing projects for older people: 
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NEW JERSEY BEACH DRAWS MANY OLDSTERS, NORTH CAPE MAY, N. Jd. 


There is a ready retirement housing market in northern industrial 
areas for builders of good, low-priced homes in well-planned com- 
munities. This has been the experience of New Jersey home builder 
Carl Mitnick, National Association of Home Builders treasurer, who 
entered the field more or less by accident. 

When Mitnick and his associates began their North Cape May, N. J., 
‘development some 5 years ago they planned a resort community. 

Located 3 miles from Cape May on the Delaware Bay, the area is 
ideally situated for vacationing. But the features intended to make 
the community an attractive summer area have also drawn many 
retirees. 

The first houses in North Cape May were two-bedroom units priced 
under $6,000. Sold under FHA title 1, section 8, these houses went 
for $740 down and $31.40 a month. Waterfront lots were slightly 
higher. The houses, while small—560 square feet—were constructed 
for year-round living and sales were in advance of construction. 
About 60 percent of the purchasers are retired couples. 

A three-bedroom model with utility room has now been added. 
This sells for under $10,000. Lots are 75 by 100 feet and curbs, side- 
walks and streets are installed. 

Mitnick has made no provisions for special safety devices, but has 
concentrated on solid construction and good planning, features which 
are attractive to any home buyer. The result has been a steady backlog 
of purchasers. Eventually North Cape May will have 1,700 homes. 
Some 850 have been sold to date. 

Selling houses to retired people is good business but it affords an 
additional joy, according to Mitnick. “Living in and improving 
their own community gives them a new reason for living,” he says. 
“It’s a pleasure to see. In one case, a man who had been a punch-press 
operator in a factory for 38 years had wanted all his life to be a 
carpenter but he was afraid to try it. Once retired, he undertook to 
put up some wooden fences. People thought so well of them that he 
decided to go further and build garages and carports in the neighbor- 
hood. He’s in business now, and happy, because he’s doing what he 
always wanted to do.” 

Mitnick has found retirees great do-it-yourselfers, and thus good 
property owners. “They outdo themselves fixing things up,” he says, 
“and are constantly puttering around the yard.” Many North Cape 
May retirees have added garages to their homes. Others have put in 
patios and fences around their yards. 

Most retirees living in the community have come from Philadelphia 
and northern New Jersey. They are within a few hours’ drive of 
family and friends, which has been one of the big attractions. 

Because of the big retirement market he has tapped, Mitnick has 
managed to get FHA to liberalize its terms. A buyer 60 years of age 
can get a 20-year loan with little trouble. To supplement their retire- 
ment incomes, many North Cape May residents are working for sub- 
contractors in the development. Mitnick says the retirees are among 
the best workers his subcontractors employ. 

Retirees also seem to come from all walks of life. A dozen or so 
clergymen have purchased homes along with factory workers, former 
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policemen, firemen, and other municipal employees from Philadel- 
phia. An active citizens’ association operates in the development 
with many of the retirees playing leading roles. The association 
polices the beach and works hard to keep up the community. 

Mitnick has applied the same principles of good design, color 
styling, land planning, and construction to North Cape May houses. 
that he uses in his higher-priced homes. Construction is simple but 
sound. The houses are built on crawl] space. Such economy measures 
as onsite milling of many parts help to keep costs down. 

In January of this year, ground was broken for a new water plant 
large enough to supply all homes and businesses in the community. 
Construction of the water plant was undertaken by builder Mitnick 
and his associates as a private effort for the betterment of the 
community. 


Hovustne Oxuper Peorpte: Wuat Fuiorma Buitpers Have LeaRNED 


The increasing nationwide need for retirement housing is opening 
a sizable new market for home builders. Few efforts have been made 
to identify this market for the home builder, because little is known 
of the actual needs and desires for housing of the retired person. 
However, in Florida, where a number of builders are concentrating 
a major share of their efforts on this market, some trends are beginning 
to take shape. 

The Florida retirement housing market has a few native aspects, but 
the bulk of the experience gained there has definite application for 
any builder interested in this new market. The development of com- 
munities for retired persons creates some new problems for the home 
builder, but generally the same old problems exist with changes in 
emphasis. 

The Florida builders have found, for example, that the carefully 
planned community is much easier to sell than homes in scattered 
locations. But where the younger family is interested in schools and 
transportation, the retiree puts the emphasis on churches, community 
centers, and recreational facilities. Florida builders who have di- 
rected their efforts toward the retirement market have found it neces- 
sary to provide parks and play areas in addition to those natural 
recreational facilities found in Florida. The average retirement com- 
munity is thus located near good, natural recreational facilities and 
also includes its own. 

It is also important to provide a wide variation of house exteriors. 
The average retiree does not want his home to look like the one next 
door. “If there is too much similarity between houses, sales come much 
harder,” warns William Murray, of Florida Sun Deck Homes Co. 
Murray’s firm has been building retirement housing since 1951. 

The retiree wants a somewhat smaller lot than previously. How- 
ever, he does want enough room to do a little gardening. The average 
lot in Florida retirement communities is about 65 by 100 feet. 

The average retirement house has 2 bedrooms, 1 bath, generous 
storage space, and sells for well under $10,000. (The retiree wants 
an extra bedroom for visiting relatives and friends, but wants to limit 
the number at any one time.) 
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The retiree house must be equipped with all modern appliances 
and a good heating system. The emphasis on the heating system, some 
Florida builders feel, is a carryover from the retiree’s experience 
in colder northern climates. 

Most builders have found that including special safety devices 
in their retirement homes is unnecessary and sometimes even detri- 
mental to sales. An exception to this is the Mackle Co., Florida’s 
largest builder of retirement housing, which provides numerous safety 
devices designed to aid older persons in daily living. Most builders, 
however, have found the retiree doesn’t want to reminded that 
infirmity increases with advancing years. 

A well-constructed house is extremely important. Florida builders 
find the retiree much better informed on sound construction practices 
than the young home buyer. They have also found the retiree a much 
more discriminating buyer. He takes longer to make up his mind, 
requests more changes in the model, and makes a more thorough in- 
vestigation of the builder than the average buyer. 

“Very few of our retired purchasers buy quickly,” explains Robert 
Binda, St. Petersburg builder. “They spend a great deal of time 
looking around and are usually familiar with everything in the area. 
On the other hand, when you complete a sale it is usually to a satisfied 
customer who feels your development most nearly meets his needs and 
that the house is the best for the money.” 

This opinion is confirmed by other builders also. “They have plenty 
= time to look around,” explains Jack Beatty of Coogan & Beatty, 

ne. 

Coogan & Beatty began building retirement housing at Ormond 
Beach in February 1955. Their operations prior to that had been in 
the general market. “The retirement market is much slower paced 
and hard to adjust to,” says Beatty, Like most other retirement hous- 
ing builders, he has also found that the sales cost on this type of hous- 
ing is much higher. 

While several Florida builders have directed their advertising pro- 
grams exclusively at the retirement market, not one has found his 
sales being made exclusively to retirees. The number of younger 
people buying in a retirement community ranges between 20 and 40 
percent. Most Florida builders in the retirement field have found 
this an aid to sales. 

“When we first started selling in Leisure City,” says Sun Deck 
Homes’ Murray, “the buyers were almost entirely retirees. It wasn’t 
long before we had requests to ‘get some young people with kids into 
the development.’ ” 

James Rosati, of Orange Lake Village, in St. Petersburg is one of 
the few found to be separating his buyers. Rosati has divided Orange 
Lake Village into 2 sections—1 for retirees and the other for families 
with children. While he will sell homes in the family section to those 
retirees who want to be near children, he refrains from letting families 
buy in the retirement section. A spokesman for Rosati says this op- 
tional segregation system allows them to appeal to both types of 
retirees. 

A few Florida retirement builders have placed all their advertising 
outside the State. They have tried to sell not only their houses, but 
Florida living as well. While at least two builders of retirement 
housing—Sun Deck Homes and Mackle—have made their appeal to 
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retirees with small incomes, they have found a large percentage of their 
buyers have higher incomes than would be expected. 

Almost every Florida builder recognizes a tremendous market 
tential in no Sane income retirement groups. Many are beginning 
to explore this area, but they have found financing to be a major 
stumbling block. Most builders have been able to arrange some F 
loans on their houses, and VA loans are not unusual. But many feel 
that special financing arrangements must be found. 

“The biggest retirement market has not yet been — contends 
Maurice é Lee, of the Naples Construction Co. “This market lies 
among those whose income while working was $5,000 a year and 
under. Their retirement income will be around $1,500 to $2,000 a 

ear.” 

‘ Lee and many others think that retirement housing for this group 
can be provided if such organizations as unions can be sold on financing 
the houses. These people need much more liberal financing than can 
be arranged normally. Florida builders feel that a plan can be worked 
out whereby the union or other organization buys the home and carries 
the mortgage on terms these lower income retirees can afford. Such 
programs could, of course, be worked out in any part of the country. 

To date the only program approaching this idea is that of the up- 
holsterers’ union. This organization plans a 600-acre communit 
near West Palm Beach, Fla. Financed by the union’s welfare fund, 
these houses will be rented to retirees within the organization. Present 
plans call for between 500 and 1,000 single family units ranging in 
size from 1 to 3 bedrooms. In addition to retirement provisions, the 
union is considering vacation facilities and a convalescent center for its 
members. 

Efforts to get other unions to build similar communities have been 
extremely limited, A few builders have discussed the problem, but 
so far no one appears to have made any headway. 

Following pages illustrate some of the developments mentioned here, 
and others currently goitg up throughout Florida. 

Leisure City, Florida’s first large-scale planned retirement com- 
munity, was started by Florida Sun Deck Homes Co. in 1951. In the 

eriod since then, 793 homes have been sold with 568, or slightly over 
0 percent, being purchased by retired persons. 

Five years’ experience has caused company officials to modify many 
of their early concepts of the retirement housing market. The first 
Leisure City home, for example, was a single bedroom unit. It was 
designed to appeal to the mass northern market of retiring workers. 

While Sun Deck officials feel the market is still there, they have 
found it difficult to tap. As a result Leisure City homes now have 
as many as 3 bedrooms and sell for up to $14,000. 

“Retirees who come to Florida,” notes Sun Deck official William 
Murray, “are generally above average in income. They want at least 
two bedrooms and usually have a considerable amount of cash.” 

About 40 percent of the sales in Leisure City have been for cash. 
The average retiree who does have a mortgage keeps about 6 months 
in advance of the monthly payments. 

The company is oneeentt constructing three basic home models. 
Two feature 3 bedrooms oat 2 baths. The third has 2 bedrooms and 
1 bath. All have enclosed garages and are concrete block stucco con- 
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struction on a slab. The larger houses have been selling faster than 
the single-bedroom models. FHA, VA, and conventional financing 
are all available. Lots in Leisure City are a minimum of 80 by 100 
feet and sales price includes water and sewer systems and paved 
streets. 

Early promotional efforts were concentrated in northern industrial 
areas. It was found, however, that the expense of this promotion 
was not fully justified by final sales. Few sales were actually made 
sight unseen, 

Those who did visit and buy in Leisure City were usually in Florida 
vacationing, or retired and renting when they came to the develop- 
ment. The most productive advertising outlet outside the State has 
been Retirement Life, monthly publication of the National Associa- 
tion of Retired Civil Employees. 

“When a person retires,” says Murray, “he either wants to be near 
his family and lifelong friends, or he wants enough income over and 
above living needs to make a trip once or twice a year.” 

Among other things Sun Deck officials have discovered about the 
average retiree: He wants 2 bedrooms to provide space for visiting 
family and friends, but 3 bedrooms often invite more visitors than 
desired. He wants generous recreation facilities, both natural and 
those built into the community, such as parks and play areas. 

He does not want obvious safety devices to remind him of advancing 
age, but will accept those which can be justified for increased con- 
venience even to younger persons. He wants a home at least as nice 
as the one in which he previously lived although he would be willing 
to take a little less space. 


Pompano Bracu HiegHianps, Pompano Bracn, Fwa. 


The Mackle Co., Inc., currently Florida’s largest builder of retire- 
ment housing, is the only firm which has been reasonably successful 
in the mail-order sale of this type housing. 

The company’s first retirement development, Pompano Beach High- 
lands, was started 18 months ago. Sales since then have passed the 
700 mark. A large number of these units have been sold on a mail- 
order basis by sales agents in northern areas. 

The company’s promotional efforts have ranged from advertising 
in local newspapers to an ad in Life magazine. The company also 
maintains sales agents in several northern industrial cities. These 
agents are equipped with all details on the homes, location, and 
financing. They are prepared to, and frequently do, close a sale 
without the buver ever leaving his own hometown. 

Pompano Beach Highlands homes range in size from 1 to 3 bed- 
rooms but the 1-bedroom home has been the biggest seller. This house 
is priced under $5,000 and is designed for retirees with an income of 
$160 a month or more. With $350 down, monthly payments run 
about $33 on this model. 

All houses are concrete block and stucco construction with interior 
walls furred and plastered. Lots are a minimum of 75 by 100 feet. 
The development is located a short distance from the Atlantic Ocean, 
has its own recreational facilities and is within a few minutes of a 
golf course. When completed the community will include some 2,500 
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homes with a full-scale shopping center and all the conveniences 
of today’s city living. 

Pompano Beach Highlands was developed with an eye on the 
tential northern retirement market. A survey by Mackle Co. officials 
shows that the average resident there is a man who was in the $5,000 
wage — before retirement. His retirement income averages $180 
a month. 

While this development was designed for retirees, it has also at- 
tracted a large number of workers in the service trades who have not 
yet retired, such as waiters, bartenders, etc., employed by local 
restaurants and hotels. 

In addition to these retirement homes at Pompano Beach High- 
lands, the Mackle firm is developing some other retirement communi- 
ties along the west coast of Florida. 


Hovusrne Ovper Prorie: SALHAVEN, Paum Beacn, Fa. 


Salhaven is one of the most unusual of Florida retirement communi- 
ties. Near Palm Beach, it is an undertaking of the Upholsters’ Inter- 
national Union, and incorporates several things which Florida build- 
ers of retirement housing consider important to the future of this type 
of project. Among these are financing outside the normal mortgage 
channels and provisions for some gainful employment for residents 
who desire it. 

Actual house construction has not yet begun, but with development 
of the 614-acre tract completed, a tentative date of November 1, 1956, 
has been set for occupancy. While Salhaven will include provisions 
for hospital convalescent patients, and consideration is also being 
given to providing vacation facilities, it will be basically a residential 
community. 

Planning of the community was delegated to a Miami architect, 
Rufus Nims. In creating his plan, Nims kept in mind what he con- 
siders the three basic needs of retirees—sympathetic surroundings, 
stimulating activities and adequate medical care. The first of these 
has been met by a community design which is prea residential 
and noninstitutional in character. Buildings planned will include a 
restaurant, library, lounge and dayroom, and studios and workshops 
for hobby activity. There will be a building devoted to convalescent 
facilities and medical care. Plenty of park and playground area is 
also being provided. 

To help in the transition from a life of activity and work to one 
of comparative leisure, a small furniture-making industry will be 
located in the village. This will give part-time employment of a 
familiar nature to those retirees who want to continue working or need 
to supplement their retirement incomes. 

Residences will consist of 1-, 2-, and 3-bedroom houses, and lodge 
apartments. These will be rented at from $50 to $80 a month. Only 
members of the union’s health and welfare fund will be eligible to 
rent quarters. The system of rentals rather than sales will solve two 
problems—a resident can move at any time without waiting for an- 
other retiree to buy, and there is no problem of property disposition 
upon the death of one of the residents. 

Salhaven is being closely watched by Florida builders interested 
in retirement building. If it is successful, other unions are expected 
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to be more receptive to the construction of similar developments for 
the use of their members. 


Orance Garpens: Kisstmmer, Fa. 


Orange Gardens, which is being built at Kissimmee, Fla., is perhaps 
the most expertly planned retirement community in the State. Every 
possible need of the retiree has been carefully considered and, where 
practical, incorporated into the homes and community. 

The moving spirit behind this unusual community is Dr. George E, 
Beauchamp, a former Veterans’ Administration official and leader of 
the Washington, D. C., Ethical Society. He first became interested 
in the problems of housing the retired in 1951. Since then, he hag 
culled information to apply to Orange Gardens from every Govern- 
ment agency that has any dealings with the aged and their problems, 

“If the ieee te some information I thought might be 
useful,” he says, “I went after it.” The result has been thorough 
planning of both houses and the community as a whole. 

Steps and stairs have been eliminated from house designs, both as 
a safety measure and for ease of getting around. Each house has been 
given more than three times the average storage space to accommodate 
the prized possessions most older persons tend to accumulate. All 
shelves have been placed within easy reach to avoid chair-climbing 
accidents, 

Towel racks, shower and tub grab bars, and similar fixtures have 
been built into the walls so as to support weights up to 500 pounds, 
Bathroom floors and tubs are made of the most up-to-date slipproof 
material. Doors are extra wide to pass wheelchairs when necessary. 
To overcome the natural tendency of retirees to oppose anything re- 
minding them of advancing years, these safety features are often soft 
peddled, and flexibility of plan is stressed instead in making a sale. 

Current plans call for the construction of about 1,000 homes in the 
community. These will range in price from $6,000 to $9,000. FHA, 
VA and conventional financing are available. The average lot is 70 
by 120 feet and the houses are of cement block with steel reinforce- 
ment. K.C. Moore, Jr., Orlando builder, is constructing the homes 
from seven basic plans altered to suit individual cases. The full 
municipal facilities of Kissimmee have been extended to Orange Gar- 
dens, including water, electric, and sewer systems, police and fire 
protection. A recreational area is located in each block; and other 
natural facilities abound. Kissimmee borders on Lake Tohopekoliga 
which provides excellent fishing. Located in central Florida, the 
community is within an hour and a half’s drive of the Atlantic Ocean 
or Gulf of Mexico. 

The problem of selling to families with children in a predominantly 
retirement development has been overcome by providing separate 
areas. Families with children are assigned to adjacent lots, and 
elderly couples or families with no children are placed near one 
another. 

So far, promotion of Orange Gardens has been limited. The devel- 
oper has used roadside billboards along Florida highways and placed 
some advertising in publications designed primarily for older persons. 
The majority of people now living in Orange Gardens are retired 
Government employees. 
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Riomar Homes, Ormonp Beracu, Fa. 


The Ormond Beach retirement development of Coogan & Beatty, 
Inc., Riomar Homes, emphasizes natural recreational facilities. 
Flanked by the Atlantic Ocean and white sand beaches on one side and 
the Halifax River on the other, the development offers its residents 
superb fishing and swimming. 

Three model houses in the development range in price from $8,500 
to $9,350. Financed conventionally by a local bank, downpayments 
on these homes run from $2,550 to $2,800 with monthly payments of 
$50 to $55 over a period of 15 years. 

Each house has two bedrooms and carport, and a family room has 
been included in the largest model. When completed, the development 
will contain 354 homes. About 78 have now been finished. The 
houses average 900 square feet and are on 60 by 100 foot lots. 

The builders, National Association of Home Builders Past Presi- 
dent T. P. Coogan and his partner, John Beatty, started work on this 
development in early 1955. Their advertising has been concentrated 
in northern industrial areas. A sales representative for the firm 
explained that mail response to the advertising has been exceptionally 
good. Like other Florida builders advertising in the North, Coogan 
& Beatty use a coupon to be mailed in for further information. Each 
response is followed up by mail from Florida. 

“Tt is still early to measure the success of our advertising in terms of 
sales,” explains a company representative, “but the requests for addi- 
tional information are very promising.” 


At rae about 60 percent of those buying in the development are 


retired. Most of them have visited or vacationed in the area before. 
Company official John Beatty has found that the average retiree buy- 
ing in the development has a fairly sizable income. “They want a 
hp and good location,” he notes, “and are willing to pay for 
oth. 
To supplement the natural recreational outlets, the builder has pro- 
vided a beach house on the Atlantic Ocean side and will establish boat- 
docking facilities on the river. 


Hovustne Outper Prorte: Warm Mrinerat Sprines, VENICE, Fa. 


- The developers of Warm Mineral Springs, Venice, Fla., are directing 
their sales compaign toward the younger group of prospective retirees 
who would like to buy lots for future building. While homes will be 
constructed there for sale, the three men behind the development, Sam 
H. Herron, E. D. Herron, and Thomas H. Ennis, will not take an 
active hand in building them. 

‘Warm Mineral Springs is steeped in the historic legend of Ponce de 
Leon’s quest for the Fountain of Youth. The spring itself is a 
voleanic cavity from which flow 9 million gallons of warm mineral 
water daily. The temperature of this water remains at 87° the year 
around. Fifteen acres around the spring have been fully developed 
into a park with picnic facilities and a snack bar. 

_ Surrounded by some of the best salt- and fresh-water fishing Florida 
has to offer, the community affords many natural and man-made attrac- 
tions to those planning Florida retirement, or seeking a Southland 
vacation spot on a permanent basis. Plans for future development 
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include a health clinic, recreation center, 5 small lakes, and some 10,000 
feet of canals which will give a major portion of the lots direct access 
to boating waters. 

Lots average 60 by 100 feet and range in price from $795 to $1,595. 
The entire tract encompasses 720 acres. Paved streets that meet the 
most rigid Government specifications are being installed by the de- 
veloper. Construction of 90,000 feet of road is now under way. 

Between 1,400 and 1,500 lots have already been sold by an earlier 
developer, with about 60 percent of the sales being made on a mail- 
order basis through newspaper and magazine ads. 

Ennis, who has been a public-relations man in Miami for many 
years, plans to confine future promotion to the State. Mail advertis- 
ing will be directed only to persons requesting information either 
directly or through the State chamber of commerce. 

The developers of Warm Mineral Springs are arranging with pri- 
vate contractors to construct 250 homes in the area. The purpose of 
this is to get other property owners to start construction a bit sooner 
than they may have intended, and help upgrade property values. 
These houses will range upward in price from $7,500. There will be 
no price minimum placed on the homes, but at least 750 square feet 
of living space will be required. 

The company does not plan to make any profit from the house con- 
struction. “We figure appreciated values of surrounding land and 
development areas will provide us with all the profits necessary,” says 
Developer Ennis. 


Gotr View, Napves, Fxa. 


Naples, Fla., is a small resort-retirement community with a perma- 
nent population of some 5,000. Situated about 100 miles west of 
Miami, on the gulf coast, it is within easy reach of some of the best 
hunting and fishing in the country. Well below the frost belt, its 
temperature is comfortable the year around. 

To this setting the Naples Construction Co. is attempting to attract 
retirees from the North. The firm’s founders, Maurice C. Lee and Ira 
R. Capelle, migrated from the Great Lakes region in 1948. With a 
third partner, Ralph O. Clark, they have literally built the city to its 

resent size. These three men have spent thousands of dollars promot- 
ing Naples in northern areas. Their institutional advertising in north- 
ern papers and many national magazines told about Naples: rather 
than about houses. Asa result of their efforts, Naples last year issued 
penis on $6 million worth of construction. This was equal to $1,200 
or every resident. 

In the past, while many retirees have settled in the area, homes have 
generally been in the luxury class. Most Naples retirees have been 
wealthy and built homes in the $20,000 and up bracket. 

While the Naples Construction Co. has built many of these higher- 
priced homes, its astute officers see a much more lucrative field in homes 
for lower-income retirees.. At present the firm is building about 200 
homes a year in Naples and Sarasota. Prices in these 2 developments 
are $10,000 to $12,000. 

“This is too high for the really big market,” observes Lee. “We 
want to get a house in the $5,000 to $7,500 range.” The company now 
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has such a house on the drafting board and hopes to have a few in 
production this year. The completed house, including lot, will be 
priced under $6,000, they hope. 

The firm’s Golf View development, currently under construction in 
Naples, is the town’s first large development. Priced in the $10,000 
range, it offers homes with 2 and 3 bedrooms. Directly across the 
highway from a golf course, the project includes its own lakes and is 
dele a short distance from the gulf beach. 

n Sarasota the company’s Loma Linda homes are selling from $11,- 
700 to $12,150. These are three-bedroom homes with many luxury 
features. 


Orance Lake Vitiaer, St. Pererspure, Fa. 


Orange Lake Village is the completely planned retirement com- 
unity baile by James Rosati in St. Petersburg, Fla. Situated be- 
tween Lake Seminole and the Gulf of Mexico, it offers a number of 
natural recreational facilities to attract retirees. Houses are of 
masonry construction with five models ranging in price from $5,985 
to $9,250. One-, two-, or three-bedroom homes are available. 

Rosati makes his appeal to retirees in all income brackets. While he 
does some advertising in northern newspapers, most of his promo- 
tional effort is concentrated in Florida. “We have found it more pro- 
ductive to direct our advertising at retirees already in Florida,” says 
a Rosati associate in the enterprise. 

Orange Lake Village is one of Florida’s more thoroughly designed 
retirement communities. In addition to recreational Foctlisien pro- 
vided by nature, the builder has constructed a clubhouse with shuffle- 
board and other game facilities. A boat basin is being provided and 
a swimming pool will soon be completed. 

Like all builders of retirement housing in Florida, Rosati has found 
a certain number of younger persons seeking homes in his development. 
To meet this demand and still maintain quiet for those who desire it, 
Rosati has separated the younger group from the retirees. He is also 
providing playground facilities for children apart from the recrea- 
tional area for the older folks. Supervision and maintenance of these 
recreational areas are paid for by residents of the community on the 
basis of $2 per month per family. 

Another innovation being used by Rosati is the “contract for deed” 

lan of financing. Under this plan a purchaser can pay as little as 
£100 down with monthly payments of 1 percent of the unpaid balance. 
This pays off the mortgage in a maximum of 12 years. 


A Case Histrory—Wanrep: GI Loan ror Sorvenr Buyer 


(This article, which has been written specially for the Correlator by 


an employee of the Federal Government, is illustrative of a eect 


confronting increasing numbers of World War II veterans who have 
not yet used their GI loans, and who would like to use them for re- 


tirement housing before 1957.) 


When I retire, about 10 years from now, I want to live in California 
at Balboa Beach. I’ve decided that is the place that will best meet my 
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needs in the way of environment, climate, and general character of 
the community. 

So, with that end in mind, I bought a large lot in that city, with a 
view of the ocean from one side and the bay from the other. Here, 
I plan to build a house for my retirement years. The lot cost me 
$4.750. Last summer, I could have sold it for $6,300. 

When I had the lot free and clear, I began to look around for some- 
one to design and build a house for me. I don’t plan to wait until I’m 
ready to retire and then start building the house. I want, instead, to 
build it now, use one floor as a rental property with the other reserved 
for my own use during my vacations, and have it ready to move into 
when I finally retire. Having settled tentatively upon a duplex plan, 
I consulted several builders in the area. Up came the subject of 
financing. 

I’m an ex-serviceman and, of course, I told the builder I wanted to 
use my GI entitlement to help finance the construction of the house. 
At this point, I began to get some inkling of what I was up against. 
I had blithely assumed that this law passed by Congress was readily 
workable for any GI, and not just for those who want to buy newly 
built tract houses or existing single-family dwellings. 

After the builder had been turned down by six different lending 
sources, I decided to do a little checking myself. I stopped into the 
offices of a building-and-loan association that announced on its win- 
dows mortgage loans at 434 percent, 5 percent, and 514 percent. They 
informed me that in the first place they didn’t handle individual GI 
loans. In the second place, they didn’t take duplexes at all, because 


there was.too much risk involved in a case where a person might expect 


to have the rentals cover mortgage payments. 

I then explained to them my financial position, and that I did not so 
expect. When I retire, I will do so with the rank of captain in the 
Navy, at an income of $7,000 per year. In addition, I am now em- 
ployed by the Federal Government in a high level job that pays me 
an excellent salary, and I expect to continue in that job until I retire. 
I have $20,000 worth of insurance which could be made payee to 


lender, since I have no heirs whatsoever. I will be fully able to meet 
the monthly mortgage payments out of income, and plan only to use 
the rentals to afford me a few trips I have never had a chance to make. 

Still, the building-and-loan people were not interested. So I talked 
to a top official of a branch of California’s big bank in this locality. 
He was cordial, but very dubious about securing a GI loan for me— 

romised to write me if he could do something for me, but I’ve never 

eard anything from him. 

N San Pe has passed. My preliminary plans have been drawn 
and QO. K.’d, and the designer is starting on the final plans. The 
builder is . y to build any time I say so, but I’ve developed a stub- 
born streak. I want to get my GI loan that I’m entitled to. With 
the lot all paid for, and the cost of construction estimated at about 
$22,000, with the prospective owner gainfully employed at a good 
salary, his retirement income guaranteed at a good deal more than 
enough to cover the payments, and his insurance available to cover 
possible default due to his death, why can’t he get a GI loan? 

I don’t have to build the house mght now. I can afford to wait, 
but I’d like to get it built and furnished, and have it ready to use. 


85551—57_—-4 
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I’d like to rent half of it to people who are very anxious to occupy it. 
And, I’d like to get my World War II GI entitlement while there is 
still time. Does anybody know the answer? 

Eprror’s Nore.—Unoflicial VA view is that two factors may be 
hindering this loan: (1) A local interpretation that the house is not 
being built “for own use and occupancy,” as the law requires; (2) 
heavy discounts for construction loans cannot be charged an individ- 
ual GI, as they can a builder, and so California lenders may be reluc- 
tant to advance the money. 


On Lone Isuanp: Rerrrep Want To Live Witn Youncer Fami.ies 


Two important things stand out in Bernard Krinsky’s experience 
with building houses for older persons: (1) Financing is no problem; 
(2) older people like their houses integrated with the rest of a regular 
community. 

Krinsky is president of Housing Associates, which is building East- 
wood Village, a 2,500-home community in Centereach, Lon Tsland. 
The development includes 300 two-bedroom houses designed to take 
care of what Krinsky astutely recognized as a lucrative and growing 
market of home buyers: the retired. 

In recent years, there has been a heavy exodus to Long Island of 
New York City civil servants, such as policemen and firemen, who 
have retired and want to settle down in a quiet village atmosphere, 
but close to old friends and haunts. 

To take care of this market, Krimsky planned a separate adjunct to 
his regular 3- and 4-bedroom houses for young families. He had put 
up only a few of the two-bedroom houses when he learned he was 
making a mistake. 

“T had this section laid out with a little park and walkway for the 
older people, but I found out they didn’t go for it,” says Krinsky. 
“They wanted to be among the younger folks and they liked to have 
kids around. They didn’t want to be set apart as a class. I quickl 
changed my plans and began integrating the retirement housing wi 
the other.” 

He learned early that most of the retirees had ample funds, and 
financing was relatively easy. In fact, he says, many of these cus- 
tomers were able to pay cash outright for the $9,990 dutay Others 
make large downpayments and are able to get 25-year mortgages, 
either conventional or FHA-insured. 

“Many of them have recently sold at a substantial profit the houses 
they bought 20 years ago for, say, $5,000,” Krinsky says. “In addi- 
tion, they’ve saved. They have money in the bank and generally are 
in good health.” 

Not only are the retired good customers but they do a lot for a 
community, Krinsky finds. They are avid about maintaining and 
improving their premises: they put in and cultivate garden patches, 
repaint with bright colors, and engage in all sorts of handiwork about 
the house. 

Krinsky’s 2-bedroom house with basement offers 1,079 square feet 
of living space on lots 75 by 125 feet. Designed by Architect. Herman 
York, they feature open interior planning specially favored by older 
couples, because it makes for companionship while they are occupied 
with their respective activities. 
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Essentially the same design and planning is offered in the higher 
priced houses to preserve architectural harmony. 

Included in the lower priced house is a gas range; no refrigerator, 
Given a choice of linoleum for floor covering, because it would make 
for easy house cleaning, most of the older buyers rejected it, preferring 
the uncovered wood. <A safety factor in the houses for the aging is 
a one-step ascent at the front. Also, all these houses are sited on level 
ground. 


Financine Hovustne ror OLper PEOPLE 


By E. Everett Ashley III, Chief, Reports and Statistics Section, 
Housing and Home Finance Agency 


The problem of financing has undoubtedly been a major deterrent to 
builders’ output of homes specially planned for older persons. Re- 
ports on satisfactory permanent financing for such housing have been 
especially discouraging. There is no question that financing for buy- 
ers past 60 is harder to find than for those in younger age groups. 
Nevertheless, it can be found, and more and more builders are finding 
it each year. 

In discussing the subject of home financing for older persons a 
Detroit lender recently observed : 

“When I first went into the mortgage business, lenders were reluc- 
tant to make loans to people over 55. Today, that picture is changing 
as lending institutions are beginning to realize that the loans are per- 
fectly good, if other factors are equal, almost without regard to the 
age of the borrower. The effective life of the average mortgage is only 
7 to 8 years today, and the life expectancy of your borrower at age 65 
is often that much or more.” 

Too often the home builder, seeking permanent financing on houses 
for older persons, expects to find the same low downpayment terms 
afforded younger purchasers. Unfortunately, such easy financing is 
seldom available. The lender, understandably, wants a larger equity 
from the older home buyer. 


TWO ALTERNATIVES 


There are, however, two practical courses open to the builder who 
wants to enter the field of housing for the aged. The first is construc- 
tion of a smaller, less costly house for elderly couples who now own a 
larger home no longer suited to their needs. The builder can either 
take the larger home in trade or acquaint the prospective buyer with 
a reliable real-estate dealer who can sell it. 

The older person who owns his home will have a substantial equity 
in it, and through the sale will have sufficient cash to handle a smaller 
home. The important thing here is that the builder be prepared to 
explain the financing fully and make it easy for the prospective buyer. 

A second alternative is open to builders where the prospective home 
buyer is not presently a home owner and cannot make a substantial 
down payment. This is to get a third party, often a relative, to make 
the downpayment and become a cosigner on the mortgage. In this 
case, if the credit rating of the cosigner is satisfactory, lenders are 
inclined to offer more generous terms. Loans of this nature are made 
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conventionally and under section 203i of the Housing Act. Congress 
is being asked to amend the Housing Act to permit similar arrange- 
ments under regular section 203 ere 

It is important for builders contemplating construction of homes 
for older persons to investigate fully the possibilities under section 
203i. Since this section provides for lower minimum construction 

uirements than other parts of section 2, lower cost homes are pos- 
sible. There are numerous reports from lenders around the country 
indicating that the $7,000 homes being built under this program are 
especially appealing to older persons. 

A Long Island development using 203i financing has found a ready 
market among retired couples, While the development was not pri- 
marily designed for oldsters, about a quarter of the units were pur- 
chased by people past 60. And they were making substantial down- 
payments raised from the sale of another home. 

roposed amendments to section 207 of the Housing Act may open 
the retirement housing field to builders interested in the rental hous- 
ing market. 

While many problems remain to be resolved in financing housing 
for the aged, there is some money available in almost every market for 
such building. And experience shows that the more exposure lenders 
have to this market the more receptive they become to lending money 
to older people for new homes. 

Consequently, the builder aggressively seeking financing for homes 
for the aged is doing himself a service by broadening his market, and 


our older citizens a service by helping to broaden the financing fron- 
tiers of the industry. 





7. PROBLEMS OF THE AGED: HOUSING AND LIVING 
ARRANGEMENTS 


Report oF THE GOvERNOR’s Commisston To Stupy ProsLemMs OF THE 
Acep, State or Rope Istanp AND ProvipeNce PLANTATIONS, JULY 
1953 * 


The goals of older people in housing and living arrangements are 
in general similar to those of the rest of the population. It can be 
taken for granted that the aged person wants comfort, convenience, 
cheerfulness and safety embodied in his dwelling place. Usually he 
wants companionship or access to it in his living arrangements. He 
would like also to have a degree of choice and of independence. 

Aged persons, however, are confronted by conditions and circum- 
stances which make housing and living arrangements a more impor- 
tant matter and a more difficult problem for them than it is for 
younger people. Needs vary and few generalizations apply to all of 
the aged. 


SPECIAL PROBLEMS OF THE AGED 


What are some of the circumstances which have to be considered ? 

More than half of the aged in Rhode Island are single and the 
majority of these are widowed. Women predominate in number. The 
housing requirements of single persons are different from those of 
persons living with a spouse. Psychological factors are involved, 
especially for some who must adapt themselves to living alone after 
years of marriaye. 

Almost half of the aged in Rhode Island are in poor health or have 
physical defects which constitute a handicap. Infirmities increase 
with age. About one-third of the aged population are 75 years of 
age or more. Another one-third are from 70 to 74. People who 
are ill or infirm often require some special attention which makes 
living alone impossible. Safety features in housing are also impor- 
tant. Floor level and general location are even more so. 

Some persons arrive at an age or condition when they require a 
type of care which can best be given in an institution. About 3,500 
of the aged in Rhode Island live in homes for the aged or in hospitals 
or custodial places. 

Aged persons in general have low income. This obviously is an 
outstanding limiting factor in determining where and how the ma- 
jority can live. 

Details on the quality of housing and on living arrangements of 
the aged have been presented in section I of this report. It is not the 


1 Source: Old Age in Rhode Island: Report of the Governor’s Commission To Study 
nae of oy Aged, State of Rhode Island and Providence Plantations (July 1953), 
pt. C, pp. > 
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pur to repeat them here. Attention will be given, rather, to some 
of the outstanding needs. 


POOR HOUSING ALSO A GENERAL PROBLEM 


It has been noted that more than one-fourth of the aged persons 
in the State live in dwellings which are rated inadequate. ade- 
quate dwelling is one which is not dilapidated and has hot and cold 
running water, private toilet facilities and private or shared bath. 
Adequacy is not a measure of suitability. It is only one considera- 
tion, although an important one, in determining the extent to which 
housing om are being met. 

Housing of the aged cannot be divorced from that of the population 
in oananik Poor housing is characteristic of the State, particularly 
of the larger cities. According to the 1950 Census of Housing, 5 
percent of dwellings in Providence are dilapidated; 38 percent have 
no hot water, private bath or private toilet; 43 percent lack central 
heating... The seriousness of the situation is indicated by the fact 
that the mayor has recently appointed an advisory committee to study 
ways in which to halt deterioration of large pecidential areas in older 
parts of the city. 

This situation affects virtually all of the aged population living in 
households, whether alone or with others. It affects property values 
und income possibilities for the 42 percent who own their own homes. 
It affects rentals for most of the remainder. In general, the aged are 
now paying a substantial part of their income for housing. While 
the median income is $80 per month, the median housing cost—rentals 
and mortgage payments—is $28. 

Home ownership, not as extensive among the aged in Rhode Island 
as in the country generally, is not always an advantage. Owned homes 
are sometimes too large for the aged occupants, too difficult and costly 
to maintain, and too hard to liquidate. Among the estimated 8,500 
aged persons who say they are dissatisfied with their housing, accord- 
ing to the Commission’s survey, too large a dwelling was a major 
reason. It was cited as a complaint by 31 percent of fneiabownees in 
the dissatisfied group. 

Rent control 1s now a thing of the past by decision of the Federal 
Congress. Landlords generally have opposed such controls and have 
contended that the housing situation will improve when they are 
lifted. This contention can now be tested. The Commission believes 
that studies should be initiated now to evaluate changes in the avail- 
ability of adequate and suitable dwellings for aged persons at rentals 
within their reach. 


IMPROVEMENT OF EXISTING DWELLINGS 


It cannot be assumed that new construction will be sufficient for 
many years to meet the needs of those who are unsuitably housed. 
Improvement of existing dwellings where possible must therefore be 
one approach to the problem. The Commission believes that positive 
steps in this direction are possible and can be stimulated in various 
ways. While responsibility rests with each community, a statewide 


21 Bureau of the Census, 1950 Census of Housing, Bulletin H—A39. 
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program of education and research is needed to awaken public inter- 
est and to encourage local action. 


Recommendation 


The Commission recommends creation of a unit on hous- 
ing in a State commission on aging to conduct a continuous 
program of research and education on housing of the aged 
and to assist communities in formulating action programs 
for improvement of the housing conditions of the aged 
population. 


The Commission believes that in each community coordinated action 
can be taken by public authorities in building and fire inspection, 
in health and sanitation and in welfare, by interested voluntary agen- 
cies and by landlords to enforce existing codes and regulations ems 
they apply to dwellings occupied by the aged. In some communities, 
regulations and inspection procedures need to be amended. There 
is also a possibility that rental allowances might be raised by welfare 
departments in certain instances where needed improvements in dwell- 
ings are made by landlords. 


ADVISORY SERVICES FOR HOME OWNERS 


There is also the pote of a valuable service to aged home- 
owners which might be provided locally x voluntary committees of 
architects, builders, and realtors. Many homeowners need help in 


planning improvements which might make their property income- 
producing, and in ene such improvements. Others might bene- 


fit greatly by guidance and help in the matter of disposing of prop- 
erty which has become a burden or which ere capital needed 
for other purposes. Advice would also be helpful in many instances 
on safety features needed in dwellings occupied by aged persons. 
Advisory committees of this kind would be a valuable resource to 
which agencies counseling with aged persons on general problems 
could refer persons with property problems. 


PUBLIC HOUSING FACILITIES 


New construction is a necessity for a growing population. Part 
of it logically should be provided for the aged, since they constitute 
the most rapidly growing part of the population. When public hous- 
ing is provided for low-income families, it is reasonable that special 
provision should be made for aged persons, since they are in the 
main a low-income group. 

Public-housing projects in Rhode Island, located in the four major 
cities, have contributed to the housing of the aged. The total number 
of dwelling units in 9 completed projects and in 2 under construction 
is about 3,800. Of these, about 800 are 3-room units, the size of dwell- 
ing most suitable for aged couples. According to latest estimates, 
about half of these 3-room units are now occupied by couples 65 and 
over. Thus, about 800 aged persons among about 20,000 living inde- 
pendently of children or relatives are enjoying the advantages of 
living in these up-to-date, low-rent dwellings. 
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Taslte 6.—Dwelling units in public housing projects, by cities in Rhode Island 


Number of | Number of 
ing | 3-room units: 


1 Rentals vary in different projects. 


Under Federal regulations, public housing projects partly financed 
by Federal aid cannot admit single persons. This restriction excludes 
from the benefits of the public projects some 18,000 single men and 
women who are now living independently of children or relatives in 
their own dwellings. 

Rentals in the projects range from $17 to $50 for 3-room units. 
Medians are from $25 to $42 in the different projects. The apartments 
are not especially designed for occupancy by aged persons. Little has 
been done to provide special services for the aged, except in one proj- 
ect where the city department of recreation has organized a Golden 
Age club. No special effort has been made to inform aged couples of 
the availability of apartments. These are not adverse criticisms, since 
the projects were not set up in the first instance particularly for 
older persons. The Commission believes, however, that the usefulness 
of the projects to the aged population can be greatly enhanced by pub- 
lic housing authorities if special effort is made in this direction. 
Such efforts would be consistent with the purposes for which the 
projects were established. 


PRIVATE CONSTRUCTION 


The Commission believes that the role of the private builder will 
be in proportion to the prosperity of the population. Most people who 
have their own homes acquire them during their working lives while 
they are raising families. Forty-two percent of the aged in Rhode 
Island are now homeowners. Relatively few have the capital after 
retirement to build their own dwellings. Few can pay rentals which 
make new construction profitable. It is a reasonable expectation that 
the level of income among the aged will improve, and as it does so, 
large-scale moderate-rental projects constructed for profit will attract 
an increasing number of aged persons. 


CONGREGATE LIVING PROJECTS 


Tf one may judge from other sections of the country, housing de- 
velopments designed especially for older persons meet an important 
demand. Architecturally, such projects may take the form of clusters 
of cottages, of small multiple-dwelling structures grouped around a 
central building, or of a larger apartment house. The essential fea- 
tures are individual housekeeping units for residents and communal 
facilities which may include lounge and recreation space, cafeterias 
and shops of various kinds. . 
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Some projects are financed publicly, some by philanthropic organi- 
zations and some by a combination of private and public interests. 
The Metropolitan Housing Association of Boston, a nonprofit organi- 
zation, is planning a 300-unit housing project which will cost about 
$2 million. About half the tenants will be persons 65 and over. Some 
will be recipients of old-age assistance and others will be wage earners 
or persons living on pensions or other income. A common room for 
social activities will be provided for each 10 to 15 apartments. Recrea- 
tion rooms, cafeteria, infirmary, shopping center, workshops and audi- 
torium are other features. 

The Loyal Order of Moose has built a city for the aged in Orange 
Park, Fla. Moosehaven, as it is called, has ten 1-story structures 
each containing 30 dwelling units, community dining hall and recre- 
ational facilities. Couples as well as individuals are admitted. 

Tompkins Square House, a five-story elevator apartment in New 
York City exclusively for older persons, has been notably successful. 
The Home for Aged and Infirm Hebrews in New York has provided 
an apartment house where units can be rented by those who wish to 
maintain their own homes. 

Rhode Island has no such developments for older persons. There 
are different opinions as to the advisability of projects where the aged 
are separated or segregated from other age groups. A reasonable at- 
titude seems to be that no person should be required to live in a project 
for the aged unless he wished to do so. There is evidence that some 
people prefer such an arrangement. Projects elsewhere have long 
waiting lists. It is interesting that the Commission’s survey indicated 
a preference for congregate living by one-third of an estimated 2,400 
aged persons who expressed dissatisfaction with their present living 
arrangements. 

The fact that large numbers of the aged in Rhode Island now occupy 
inadequate and unsuitable dwellings cannot be questioned. It is also 
possible that among the 38,000 persons—more than half of the aged 
population—now sharing homes with children or relatives, many 
would prefer to live independently if places could be found at reasona- 
ble rentals where they would not be isolated. 

A congregate dwelling project on a nonprofit basis could be self- 
supporting. Rentals would vary according to size and location of unit 
but presumably the range would be that of rentals which the aged are 
now paying. 

USE OF DEXTER ASYLUM 


The Commission feels that congregate dwelling projects should be 
given consideration in every community. It cannot refrain from 
suggesting that the Dexter Asylum property in Providence would be 
an ideal location. The project could be architecturally and estheti- 
cally pleasing, with ample spacing between units and many gardens. 
Aged residents would be in the city with its conveniences and yet in 
pleasant surroundings. This seems to be an outstanding opportunity 
for the city to make a notable contribution to the welfare of the aged, 
to build a worthy memorial for the benefactor, and to create a center 
which would be a source of pride to the whole population. 

Financially, the investment would pay for itself. The fact that 
the aged, as a group, are the poor today, would make the project 
consistent with the intent of the donor of the property. 
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Recommendation 

The Commission recommends that consideration be given 
in every community to the possibility and desirability of 
developing congregate dwelling projects on a self-sustaining 
basis for aged persons preferring this type of living arrange- 
ment. It suggests that consideration be given in Providence 
especially to the use of Dexter Asylum for such a purpose. 


HOMES FOR THE AGED 


Homes for the aged under religious, philanthropic, or public spon- 
sorship have traditionally provided sheltered care for persons unable 
to maintain their own homes. 

Rhode Island has 26 such homes with a total of about 1,200 aged 
residents. The number of residents varies from 4 to230. Some homes 
are for men, some for women, and the majority for both sexes. 

In earlier days, homes for the aged were generally regarded as 
places for the aged to end their days. Lump-sum payments and as- 
signment of property on admission in return for lifetime care was a 
common arrangement. The most impecunious usually were found at 
county or city poor farms. 

Times have changed. More of the aged have some income and some 
independence, due ca to social-security measures. More are able 


to maintain their own homes and to purchase needed services. Stand- 
ards of living, generally, among the aged have risen, although they 
are still low. 

These changes have had their impact on homes for the aged. Poor 


farms have almost gone out of existence, although not entirely so in 
Rhode Island. Regular payments by residents have become more 
common than contract care. Residents of voluntary homes who do 


not have other sources of income and who have not been accepted for 
contract care may receive old-age assistance if the home meets stand- 


ards prescribed by the authorized State authority. The State depart- 


Tad. social welfare is the standard-setting authority in Rhode 
Island. 

Some of the homes in Rhode Island have made decided progress in 
adjusting to new conditions and needs. They have become more 
selective in their admissions, tending to take persons not because they 
are On a waiting list or because they can make adequate lump-sum or 
regular payments, but because they need the particular kind of serv- 
ice the home can give. Emphasis is being placed on care of infirm 
and disabled persons who do not need hospitalization but cannot take 
care of themselves. 

More attention is also being given to recreational facilities and to 
contacts with the community, The aged in these homes of a modern 
type are regarded as persons with a present and a future as well as a 

ast. 
P Other homes in the State still cling to traditional ways and, as a 
result, some of them are experiencing financial difficulties and a dimin- 
ishing number of applicants. 

Homes for the aged have an important role to play. There will be 
more, rather than less, need for those which are able to in te their 
activities into community programs for promoting the welfare of the 
aged. Their precise functions are still to be evolved and will be dif- 
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ferent in different communities. The greatest need now is for open- 
mindedness, flexibility in policies, and a cooperative attitude. 
Recommendation 
The Commission recommends a closer association of homes 
for the aged with each other and with other social agencies 
for the purpose of studying and developing policies and 
practices in sheltered care of the aged. 


COORDINATED STATE PLAN 


The Commission believes that progress in improving the housing 
conditions of the aged population in Rhode Island demands statewide 
planning and an organized leadership. Housing is so closely identi- 
fied with economic, health, and recreational needs that a coordinated 
attack on problems in these fields is imperative. Recommendation 
that a State commission on aging be created is presented in section ITT. 
The State housing unit referred to in the discussion of housing would 
function under such a commission. 





8. CHANGING NEEDS OF OLDER PEOPLE: IMPROVED 
HOMES FOR THE AGED* 


By Ollie A. Randall, consultant, services for the aged, Community 
Service Society of New York 


What are some of the factors making for a change in the attitudes, 
practices, and programs in which older people are involved? First, 
there are too many older people for them to be cavalierly consigned 
to thoughtless and antiquated situations. Then, too, older people are 
no longer paupers in yesterday’s meaning of that word. In spite of 
the low level oan among older people, it is increasingly true that 
practically no one need be without some cash income from some source 
or other. With social-security payments reaching a new high in num- 
bers and amounts, with pensions and annuities more common, older 
people are in a far greater number of instances in a position to finance 
more adequately at least a portion of the cost of their care in homes 
for the aged. This ability to pay, in whole or in part, makes for an 
entirely new relationship between the individual and those providing 
accommodations and services or care. The major difference is that 
the old person is, or should be, an active participant in the arrange- 
ment which is made. He is no longer “placed” by someone, against 
his will or without his knowledge, unless he is mentally incapable. 

Not only does this change in the manner of payment make a dif- 
ference in the feeling of dignity and independence for the individual 
resident, but it makes a great difference in the manner of financing 
the work of the home. It makes possible a change in rates as those 
changes are warranted. It also means there is a reduction in the 

hilanthropic element. But mainly it places the management of 
10mes somewhat more on their toes to see to it that their programs 
and services meet what residents want, need, and should have and 
what the community is newly aroused to want for them. 

It is here that the major differences in our concepts of living through 
the later years have occurred. It goes without saying that older people 
are among the beneficiaries of many good things which accrue to all 
of us through the advances of medicine and related sciences—as well 
av of the years themselves. They are not only longer lived than their 
forebears; they are, in spite of common opinion to the contrary, as a 
rule much healthier. They remain vigorous and relatively able- 
bodied into their seventies and eighties. They continue active, taking 
part in the life of their communities when they are permitted to do so; 
they go on working; they carry responsibilities for themselves and 
often for others; they play; they follow their hobbies and vocations; 
they travel. They cca more and more to live by themselves in their 
own homes, maintaining themselves on their limited incomes (the 
majority of them), until some disaster such as the loss of family or 


21 Source: Architectural Record, vol. 119 (May 1956), pp. 208-212. This edition 
of the magazine is entitled “Building for the Aging.’ 


54 





STUDIES OF THE AGED AND AGING 55 


social contacts or a catastrophic illness drives them to seek the security 
of what is nowadays known as “sheltered care.” 

What then is the function of a home for the aged today—and what 
is it likely to be tomorrow! Today institutions house from 4 to 6 
percent of the older people of the country, using 65 as the beginning 
age, which is a many people. At 5 percent, this kind of living 
would account for some 700,000 persons—and most of us close to the 
situation are convinced that this is by no means the number of per- 
sons who could or should profit by living in such homes, provided 
there were enough of them and they were properly designed, built, and 
managed. As the number of older persons continues to grow, so will 
the need for sheltered care. But the demand will be for persons of a 
somewhat different group with different needs from those which 
prompted people to ask for such a plan in the years gone by. 

A home for the aged is over na above all else a place to live. It 
means a place in which every resident has the opportunity to live to 
the fullest of his own capacity. With this as a goal—general as it 
sounds—we have all the opportunity we could want to use modern ma- 
terials, modern design, and to give scope for those flights of imagina- 
tion which in our modern world seem to need to know few if any 
bounds. The day has long since gone when we must confine our- 
selves to the accepted patterns of living or of places in which to live. 
If the newer ones of which architects, builders, and engineers are justly 
proud, offer greater comfort and ease of living, are not older people 
the very ones who should have the advantages of space, controlled cli- 
matic conditions, light and air and a wide view of the world and the 
people in it? The outworn argument that older people cannot adapt 
to the new—that they are only content with the old—holds true no 


more than does any oo for any group of human beings. 


Asa matter of fact, older people willy-nilly have had to acquire a habit 
of adaptation to many changes—and rapid ones at that. This is a fact 
that most of us are quite apt to forget or overlook. 

The home for the aged of the future must be a home, with all that 
connotes. It must be a place where “the heart is.” No matter how fine, 
it is at best a substitute for the resident’s own home, however humble 
and plain that may have been, but it can be so built, so designed, and 
so managed that the substitute may ultimately prove to be as satisfying 
as the home that has been left, if not more so, because of what it can 
offer in meeting a person’s need to belong, to be useful, and at the same 
time to be somewhat sheltered from the stresses of community living 
with which he is no longer able to cope by himself. 

The home must be so situated that it is accessible for the entire fam- 
ily, residents and staff, to those “goods and services” which the com- 
munity provides for its citizens—the church, the school (adult educa- 
tion), the doctor, the clinic and the hospital, shopping, work, enter- 
tainment. It is not easy to give all this and still give space for some 
outdoor living and gardening for those whose circle of activity must be 
geographical] cipeumepiiing because of failing strength or crippling 
infirmities. But the sense of space, with the green of trees and shrubs 
and the colors of gardens, large or small, to give it depth and a feeling 
of freedom from confining walls, can be achieved even in city or sub- 
urban areas. 

The home will need to provide not only the opportunity for living 
without a feeling of isolation in the city or town, but it must be so con- 
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structed as to provide a full life for those who will not be able to ven- 
ture forth. The doors must open both in and out—to let the commu- 
nity come in to be a part of the life in the home as well as to permit 
residents to go forth. The home must invite friends and relatives to 
visit as they do to any family home. The living rooms, the recreation 
rooms for activity and entertainment and the auditorium for passive 
entertainment and for worship, the hobby rooms and workshops, the 
dining rooms, the library, must be pleasant but functional, so planned 
that they help rather than hinder the residents in the things they wish 
to do together or alone. The rooms of those residents who are well 
and able to get about should be single rooms, and double rooms only 
for couples who wish to be together. Perhaps rooms can be so planned 
that there will be a more flexible use of walls, which in our old buildings 
are such deterrents to good use of space because they are so difficult 
and expensive to remove or to change. Single rooms might become 
double—and double rooms ought to be capable of conversion into single 
— as the constant shifts in the composition of the household 
ictate. 

The home will house people older in years—on the average—or at 
least more of them in the upper age brackets than used to be the case. 
And the meaning of this for living and building is clear. There will 
be more and more of them who will need the protection of general 
supervision and watchfulness, and active nursing care in those illnesses 
more characteristic of old age than of the earlier stages of life. This, 
too, leads to the thought that the possibility of a flexible use of the 
building is of vital importance, for as more persons require nursing 
there will need to be space that can be used as an infirmary with an 
efficient use of space and of scarce nursing staff, without loss of the 
quality of hominess. 

Admittedly this is a most difficult thing to do, but the emphasis here 
is on the “home,” and no hospital can ever become a truly acceptable 
“home.” With our new knowledge of older people—their wish to live 
and to serve and to have other daily occupation than breathing, eating, 
and sleeping, we realize that even the infirmary must be so designed 
as to provide for diversion, for entertainment, and even work for 
others, for patients singly or in groups. Patients are not bedbound so 
long as they were once, and their interests, even those who have with- 
drawn from reality around them, can be directed to the world around 
them, to people other than themselves, and to a relatively high degree 
of creativity. 

The whole setting must be one which stimulates those interests, 
which encourage optimism, and which makes it possible for staff to 
accomplish the daily routines of living with a maximum of efficiency 
and a minimum of unnecessary physical effort. There must be pro- 
vision for rehabilitative therapy, but the whole atmosphere, derived 
from the effectiveness of design, must be conducive to a rehabilitative 
state of mind on the part of the patient, staff, and visitors alike. 

It might be possible to sum up the home for the aged of the future 
as a place in which any one of us will be glad and proud to live so long 
as that answers our personal needs (and we cannot judge too accu- 
rately in advance what those physical and psychological needs will 
be) ; a place in which we can remain if that suits us, or a place from 
which we may return to the community refreshed in body, mind, and 
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spirit, if that, too, is what seems wisest and best; a place which sup- 
ports us in our desire both to serve and to be served; a place in which 
as persons we have meaning to ourselves and to others; a place in which 
there is assurance of concern for our well-being and care in the event 
of illness; a place in which each new day is to be anticipated for the 
“something” of interest it will bring; a place which is so much a part 
of the community in which it is located that we, too, are a part of it; 


a place in which older people may truly be said to find themselves and 
to have the opportunity of demonstrating positively how fully life 
can flower in the later years under favorable conditions. 








C 
EDUCATION 


85551—57——5 





9. THE JOB OF EDUCATION IN DEALING WITH THE 
LEISURE TIME INTERESTS OF THE AGING* 


Chairman: David MacKaye, director of adult education, San Jose. 

Manager: Stanley E. Sworder, consultant, bureau of adult educa- 
tion, State department of education, Sacramento. 

Editorial writer: Mrs. Bess Wilson, women’s club editor, Los An- 

eles Times. 

Consultants: J. Holmes Ford, Los Angeles county schools, Los 
Angeles; Miss Mabel Gillis, Sacramento; Kenneth Imel, coordinator, 
adult and extension education, San Diego city schools; Henry J. 
Skelly, consultant, bureau of audiovisual education, State depart- 
ment of education, Sacramento; James Stratton, director, Booker T. 
Washington Community Center, San Francisco. 


PRECONFERENCE STATEMENT 


It is assumed that tliis section will confine its discussion to this prob- 
Jem as.it relates to the retired citizen and to the aging. 

There are two facts which are indisputable—-first, the reality of the 
leisure time of those who have retired from active participation in 
productive work, and secondly, that an individual reaches this period 
with an avocational pattern seldom calculated to fill more time than 
it did previous to retirement, There are other facts true for some, 
less true for others, such, as for example, that the avocational pattern 
established before retirement requires greater physical ability than 
is likely: to continue, 

It is impossible in a generalized discussion to handle all exceptions 
to the rule. Nevertheless, the general conclusions should cover as 
many individual situations as possible. There is the individual who 
has found a profound satisfaction in books, but who because of failing 
eyesight can no longer depend on this resource. Here is the need for 
reeducation for leisure time, bearing in mind the physical limitation. 
There is the individual who has rejoiced in his work and never taken 
time for much else. Here is the need for primary avocational edu- 
cation. 

It must be considered also that normally two people grow old to- 
gether, that because of different reasons, retirement for one, and u 
reduction in household duties for the other, the leisure time of bot! 
is increased, and some of it should be enjoyed together. Grandpa 
can’t go fishing to fill in his time, leaving grandma home alone. 
Grandma has rights. And she can’t go to the garden club, leaving 
Ny a, who hates gardening, home alone. He has rights,too. And 
their fundamental right is the opportunity and ability to live to- 
gether happily—more happily, possibly, than before retirement. 


1 Proceedings of the Governor’s Conference on the Problems of the Aging, October 15 and 
16, 1951) (Sacramento, Calif., 1951), pp. 48-56. 
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There is the question of when the education for leisure time should 
start. Isn’t it too late after the problem arises? And by what twist 
of public relations, by what form of propaganda, can those in their 
fifties he made interested in what their problems shall be in the 
sixties ? 

Further, there is the question of who shall educate the aged. Cer- 
tainly no vigorous person in his thirties, or even forties, full of ideas 
and lacking in years. 

Thus the area of this discussion centers largely around the problem 
of who should be educated for a more enjoyable and profitable use 
of leisure time, and when, and by whom. 

There are two other questions: how and what. 

The use of leisure time cannot be taught as is the usual school subject. 
It is not a body of facts that can be transmitted by the lecture method, 
nor even by the discussion method. It is an exploration, and methods 
for profitable exploration of a subject which must necessarily have 
different endings for different people have not been perfected, if they 
have even been tried. 

Then there is the final and all-important question of what. The 
answer is immediate—everything, but possibly only one thing to a 
person. What kind of a group leader knows enough of literature to 
arouse enthusiasm over a use of leisure time in the great literature 
everyone has heard of and always wanted to know—and at the same 
time knows enough of science to impart knowledge of growing herbs, 
using microscopes, collecting plants—and who is also a mechanic who 
can make the use of tools a joy? Someone in the to-be-educated group 
is bound to have an interest in each of these separately and to be com- 
pletely uninterested in all the others. 

It is possible that the answer is a broad cultural and avocational 
program of adult education into which men and women may enter 
after their families are grown and out of the home, a time when their 
leisure has already been increased, but they are still busy and earning. 
Then they have time for exploration of a number of possible interests, 
to fix upon some which have possibilities for them, and thus be pre- 

ared prior to retirement to meet the problems of the final and over 

urdening allotment of leisure time. If this is the answer, then the 
cultural and avocational offerings of education must consciously be 
directed to those ends. The adult population must be made aware 
of these possibilities and the sometimes grim alternative of meeting the 
late years with nothing for the hands and minds to do. 

It is hoped that any member of this group who has had even a small 
bit of experience illuminating any of these numerous questions will 
offer it for discussion. No other problem needs an exchange of ideas 
and experience, as much as this. There will be a price to pay for 
success, and there will be an even greater price to pay each succeeding 
decade for failure to solve the problem. 


ReEportT 
PRINCIPLES 


Leisure time of the aging need not be dull, dreary, lonesome, unpro- 
ductive—something to be endured and even dreaded. Leisure time 
for aging can and should be physically and mentally stimulating, in- 
teresting, enjoyable, useful. 
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The chief characteristic of the community whose older persons will 
delight in rather than dread their leisure hours, will be a compre- 
hensive program of adult education. The program will not be one 
made available only after the aging person has reached retirement 
and leisure, but will have been available long before, providing con- 
tinuous opportunity for the development of interests, habits, skills and 
attitudes to prepare the individual for adjustment later on to retire- 
ment and leisure. 

In most California communities, primary responsibility for the pro- 
gram will be assumed by the public schools, but the job will be shared 
by university and college extension, and by other agencies, public and 
private. 

METHODS 


This was the concensus of the 75 persons who pooled their thinking 
in the section devoted to the job of education in dealing with leisure 
time interests of the aging. 

The pattern for each of the two meetings of the section was the same. 
The first half of the time of each was devoted to general discussion. 
Consultants participated for the most part informally as resource 
persons. The latter phrase accurately describes most of those who 
made up the section meeting including the person who identified him- 
self as the one the conference was concerned about, the retired person. 
He, as did others who participated, did so on the basis of experience 
and authority; and participation was general. 

For the second half of each of the 2 meetings, the section was 
divided, on the first day, into 6 “buzz” sessions of about a dozen per- 
sons each; and on the second day, into 3 such sessions. Each day’s 
session concluded with detailed reports to the whole group of the 
conclusions reached in the “buzz” sessions, and with action by the 
group as a whole on recommendations emanating from the smaller 
groups. 

PROBLEMS 


There was little disagreement as to problems with which the section 
should be concerned. A statement prepared in advance by the chair- 


man and distributed in mimeographed form, charted with but minor 
variation, the course of the section’s proceedings. 


There are two facts— 


the chairman’s statement point out— 

which are indisputable—first, the reality of the leisure time 
of those who have retired from active participation in pro- 
ductive work, and secondly, that an individual reaches this 
period with an avocational pattern seldom calculated to fill 
more time than it did previous to retirement. There are 
other facts true for some, less true for others, such, as for 
example, that the avocational pattern established before re- 
tirement requires greater physical ability than is likely to 
continue, 

It is impossible in a generalized discussion to handle all 
exceptions to the rule. Nevertheless, the general conclusions 
should cover as many individual situations as possible * * * 
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There is the question of when the education for leisure time 
should start * * * Further, there is the question of who shall 
educate the aged * * * Thus the area of this discussion centers 
largely around the problem of who should be educated for a 
more enjoyable and profitable use of leisure time, and when, 
and by whom. 

There are two other questions: how, and what? 


Three of the problems suggested by the chairman’s statement were 
the subject of the “buzz” sessions of the first meeting of the section: 
Of what should the leisure time education of the aging consist, or 
what should they be taught? When? Who should do it? Bearing 
on a fourth problem suggestion by the chairman, “how ?”, buzz sessions 
of the second day were each concerned with a specific aspect of the 
problem, one to seek answers to the question “What types of leaders do 
adult schools need?”, another to the question “What can training 
agencies do to prepare adult teachers?”, and the third, to consider a 
specific proposal for the organization of a statewide system of com- 


munity gerontology councils. 
FINDINGS AND RECOMMENDATIONS 


From reports to the section as a whole of the various subgroups and 
accompanying discussion, but with formal action only on the recom- 
mendation emanating from the subgroup considering a system of 
gerontology councils, there appeared to be substantial agreement with 
respect to the six aspects of the problem as follows: 


1. Education for the aging—what should it be? 


The program should be designed to give purpose to leisure hours, to 


provide constructive, useful, enjoyable activities. Subjects which 
meet the needs of the aging in terms of greatest satisfaction should be 
the curriculum. Instruction should have as its goal to help individ- 
uals discover how to lead satisfactory lives after retirement. 

Help thus provided should not await the individual’s retirement, 
but should be available in a program of adult education starting im- 
mediately after the years of formal schooling, and having among its 
objectives those of imparting throughout the adult years the interests, 
attitudes and skills calculated to prepare the individual to make 
appropriate adjustments when he reaches the years of leisure ahead. 

From one subgroup came the suggestion that education for the agin 
might appropriately embrace the seven objectives of public | 
adult education in California: education for citizenship, economic effi- 
ciency, family and personal relationships, health and physical fitness, 
including folk dancing, cultural development, broadening educational 
backgrounds, and avocational interests. 

Another group suggested six areas in which education could “hel 
individuals to discover how to live satisfactory lives after retirement,” 
as follows: 

(a) Through creative activities: writing, art, jewelry. 

(6) Through self-expression : singing, dramatics, art. 

(c) Through useful contributions to others: public service activities. 

(¢) Through personal growth: in such areas as literature, history, 
astronomy. 

(e) Through new experiences, which the new leisure should make 
available in infinite variety. 
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(f) Through hobbies, which could be engaged in individually or in 
groups, including family groups. 
2. When? 


To wait until the aging have retired and are face to face with unfilled 
leisure, is too late for an educational program to achieve its maximum 
effectiveness, The education program, to be effective, should start 
before retirement, rather than after. 

By some of the subgroups, the “midthirties” was suggested as not too 
early for adult education programs to start preparing individuals for 
the leisure to come later. Others saw an even earlier attack on the 
problem advisable. They held in answer to “when?” as they had in 
answer to “what?” that interests and habits and attitudes developed 
over most of the years up to retirement, were important in determining 
whether or not the years after retirement were spent well or ill. Con- 
sequently, a program of adult education designed to attract followers 
as soon as the years of formal schooling had ended, would through the 
years help in developing the interests, habits, and attitudes that would 
prepare individuals the more effectively to deal with the leisure to 
come later. 

Nor was this advance preparation for leisure ahead regarded the 
responsibility of adult education alone. It is a responsibility to be 
shared also by education of the years preceding adult education, But 
the major responsibility, it was agreed, is that of a broad program of 
adult education, designed to appeal to adults of all ages. Such a pro- 
gram, it was pointed out, would permit in many areas, of the mingling 
of youngandold. ‘This, it was felt, would be preferable to segregating 
the older persons in “old age” groups. 

In certain areas, however, as in health and nutrition, classes for 
specific age groups were deemed advisable. 


3. Who? 

The primary responsibility for education for the leisure time inter- 
ests of aging appeared to be regarded that of public school adult 
education, although there was no disposition to minimize the contribu- 
tions university and college extension services, and other agencies, 
public and private, might be expected to make. 

Since a program adequate to the situation was regarded a shared 
responsibility rather than the exclusive responsibility of a single 
agency, appropriate emphasis was placed on the need for effective 
coordination. By some there was the suggestion that as well as assum- 
ing major responsibility for the educational program, public school 
adult education might logically be expected to provide community co- 
ordinating service in this area. 

From most of the subgroups came suggestions as to the agencies 
which might be expected to help provide an adequate community pro- 
gram. Other public agencies, besides education, which might share in 
the program, it was thought, were public libraries, public health, and 
public recreational agencies. 

The list of other agencies from which assistance might be expected 
included church and religious organizations, social-service agencies, 
service clubs, lodges, business, industry, and labor unions. 
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4. What types of leaders do adult schools need? 


Conclusions of the subgroup, concurred in by the section, were re- 
ported as follows: ‘ ; 
Basic qualifications of a successful teacher or adult leader, in addi- 
tion to other prerequisites and abilities, are: 
(a) A love of people. 
(6) A sincere liking for teaching. 
(c) Sound basic knowledge of the subject taught. 
Other characteristics of the successful adult leader: 
(a) A parenalogally alert person. 
(6) A person of infinite patience and versatility, able mentally 
to adjust to older persons. 
(c) A person cagnese of sympathetic understanding of the 
problems of the age 
(2d) A person possessed of an “outgoing” personality. 


5. What can training agencies do to prepare adult teachers? 


Conclusions of the subgroup, concurred in by the section, were re- 
ported as follows: 

(a) Some shortcomings in the training, in adequate numbers, of 
adult teachers: 

1. Training institutions are concerned primarily with training sec- 
ondary teachers, not adult teachers. 

2. At present, only a limited amount of practice teaching is avail- 
able to trainees in the field of adult education. 

8. Only a limited amount of training is available for those seeking 
training as adult teachers. 

(6) It was recommended that training agencies establish sections 
for the training of adult teachers. 

(c) In response to the proposal that colleges and universities require 
all candidates for secondary teaching credentials to take courses in 
adult teaching and experience practice teaching in the adult field, it 
was decided to recommend that a course in adult teaching be made 
available to teacher trainees, and that practice teaching in the adult 
field be available for those contemplating teaching adults. 

(d) It was recommended that the facilities for training adult teach- 
ers be made available to other than the usual teacher candidates, for 
example, to senior citizens who might with training be very useful 
and eifective as adult teachers; and to social workers, etc. 

(e) It was recommended that universities and colleges explore the 
field of gerontology, both as to basic research and for purposes of aid- 
ing in setting up curricula for adult classes. 

(f) It was recommended that the research committee of the Gov- 
ernor’s Conference on the Problems of the Aging assist in development 
of a curriculum for field of gerontology. 

(g) It was recommended that a course in the organization and ad- 
ministration of adult education be required of all secondary school 
administrators. 

(h) It was recommended that the research committee of the Gov- 
ernor’s Conference on the Problems of the Aging explore the possi- 
bility of offering scholarships for teaching of the aging. 
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6. Organization of a statewide system of community gerontology 
councils 
Described as “an action program for the aging population of Cali- 
fornia,” the plan proposed 
a local council in every community where an adult education 
center exists * * * a county council in each county in the 
State. * * * a California State council representing the 
State. 


Agencies qualified to assist in carrying on “a unified program for 
older adults” would be represented on the councils, each local council 
would be divided into at least 7 committees representing areas of serv- 
ice that might be rendered, and provision was made for raising funds, 
94 percent to be retained by the local council, the other 6 percent to be 
distributed equally to city, county, and State councils. 

Two objections to approval of the proposal, neither of which were 
intended to reflect on its merits, were voiced in the section meeting as 
a whole where the plan was first presented for discussion, and in the 
subgroup meeting which was asked to draft a recommendation to be 
presented to the section. 

These objections were first, that the proposal should have been sub- 
mitted to division A on community organization and not to division B 
on education, and, second, that there was not enough time to consider 
os a proposal as detailed and specific as that presented. 

The following recommendation was drafted by the subgroup, pre- 
— to the section as a whole, and by vote formally adopted, as 

ollows: 


We strongly recommend community organization to mobi- 
lize, coordinate, and publicize all resources bearing on educa- 
tion for leisure-time interests of adults. Plans in effect to 
achieve this, and plans proposed, should be studied, and re- 
sults of the study disseminated in the interest of widespread 
action. 


Further bearing on the problem of “how?” and in response to an 
able presentation by Miss Mabel Gillis, of Sacramento, member of the 
resource panel, of the potentialities of libraries in aiding education 
for leisure-time interests of the aging, the section adopted these 
recommendations: 


In order that the libraries may assist the adult education 
program to the fullest extent, we recommend that adult edu- 
cation administrators and teachers inform themselves and 
their students of the resources and services now available in 
the libraries of their communities; and furthermore, that they 
continuously make known to the libraries their needs not 
being filled. 

We recommend further that all public libraries make every 
effort to keep in touch with adult education workers in their 
communities, and take an active part in community councils. 

We propose that libraries be included among the agencies 
suggested in the formation of local councils. 


A final contribution of the section to the problem of “how?” sug- 
gested that broadcasting facilities should not be overlooked as re- 
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sources capable of useful service in this area. Taking cognizance of 
the disposition to bypass educational for commercial agencies in the 
allocation of television channels, the section unanimously ; 

Recommended that television channels be allocated to educational 
agencies for the development of their own broadcasting facilities, and 
that such facilities be utilized for programs in the public interest, in- 
cluding programs bearing on the leisure-time education of the aging. 

In two other areas there was deliberation and discussion by the 
section as a whole which should be recorded to complete this report. 

Bearing dramatically on the problem of who should assume respon- 
sibility for the education of the aging, was the spirited appeal of “the 
one this conference is about,” a retired professional man, who ably 
championed the right of the retired to do things for themselves. The 
section agreed, and it was reflected later in the recommendation that 
facilities for the training of adult teachers be made available to quali- 
fied retired persons, that valuable resources were being overlooked if 
services many retired persons were qualified to render, were ignored. 
In community councils or other agencies set up to coordinate or plan 
educational activities for the aging, those for whom the activities are 
designed, it was felt, should be represented to share in the planning. 

Finally, there was the implication, although it was not formally 
stated, that a currently important phase of “the job of education in 
dealing with the leisure-time interest of the aging,” is that of educat- 
ing the members of the State legislature of the validity of continued 
financial support of the public school adult education program. The 
director of a program of public school adult education pointed out 
that he was undertaking to provide for his community just such a 
program as this section was urging as essential in dealing with leisure- 
time interests of aging. 

Several hundred persons over 65 years of age were participating in 
various phases of the program, he pointed out. Others, younger, were 
participating also, and were thereby unquestionably rendering them- 
selves better prepared to deal with leisure when they later reached 
retirement years. 

But his community, and hundreds of others in the State, he said, were 
concerned that at the last session of the legislature an assembly com- 
mittee apparently questioned the propriety of the expenditure of 
public education funds for certain phases of the adult education pro- 
gram, including classes regarded as especially desirable for older 
persons, such as folk dancing. 

At this point the chairman interrupted to seek the judgment of the 
section as to whether support of public adult physical education 
classes, including folk dancing, was a legitimate charge against public 
education funds, and the response was overwhelmingly in the af- 
firmative. 

Apprehension was voiced by the adult director who introduced this 
phase of the discussion, and by others, that current interim assembly 
and senate committees on adult education appeared to be actuated by 
a desire to reduce public adult education services, when circumstances, 
including the Governor’s Conference on Problems of the Aging, were 
emphasizing rather the need for their expansion. 

Without formal action it appeared the section was agreed that 
adult education should continue to be supported as an integral part of 
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California’s public school system, and that adequate attention to the 
leisure-time interests of the aging, both in advance preparation and 
for the actual years of retirement, called for expansion rather than 
curtailment of public adult education facilities. 


PROPOSED ACTION PROGRAM FOR THE AGING POPULATION OF CALIFORNIA 


Purpose 

To use the facilities, groups, and organizations now existing in Cali- 
fornia to carry on a unified program for older adults. 
Plan 

A. Encourage the organization of a local council in every com- 
munity where an adult education center exists. Council to be com- 
posed of civic-minded citizens who are especially interested in some 
phase of the program of assisting men and women in our older age 
groups. 

B. Organize the local council or chapter into committees : 

1. Social 5. Education 

2. Recreation 6. Religion 

3. Health 7. Housing and living con- 
4, Employment ditions 

C. Each local council to raise funds annually or periodically to 
assist in carrying on this program. 

D. Organize in addition to the local council a council in each city 
where two or more adult education centers exist. 

FE. Organize a county council in each county in the State. 

F. Organize a California State Council representing the State. 

G. Each local council to send 2 percent of funds to city council, 2 
percent to county council, and 2 percent to State council, using 94 per- 
cent for local purposes. 

H. Agencies to be included: 

1. Evening schools will furnish facilities relative to education. 

2. Playgrounds will furnish recreation facilities. 

3. Local doctors, health officers, nurses, Red Cross, etc., will 
cooperate with council. 

4, Local churches will participate in stimulating greater in- 
terest in attendance at church of their own choice. 

5. Each coordinating council will be represented. 

6. Each PTA in the community should participate. 

7. All service clubs in the community should be represented. 

8. Each local newspaper will stimulate interest. 


ADVANTAGES OF THIS PLAN 


1. It could be placed into operation in a very few days’ or weeks’ 
time. 

2. Almost no additional expense would be involved. The facilities 
already exist. 

3. The plan goes right to the grassroots of the problem, interesting 
the population of every community in a common problem. 

4, Over a period of time it will reduce the tax burden by millions 
of dollars in bringing health, recreation, education, and employment to 
older people. 

(Starr nore.—See p. 109 for a report of results.) 





10. EDUCATION FOR LATER MATURITY '* 
(By L. K. Frank) 


EpvucaTIon For AGING 


Education for later maturity may be interpreted as a response to the 
new and wholly unprecedented conditions confronting us today which 
we are attempting to meet in accordance with our democratic aspira- 
tions as an occasion for advancing toward the enduring goal values 
of our cultural traditions. 

Thus if we are to understand the underlying philosophy and gradu- 
ally emerging objectives of education for aging, we must recognize 
some of these significant aspects and dimensions of our contemporary 
life. 

In the first place, as the following chapter points out, the number of 
older people is increasing very rapidly as more and more men and 
women today are living into the seventh and eighth decade of life. 
Indeed, the babies born today may expect to live longer than any pre- 
vious generation in the history of mankind. 

The attainment of this long-sought goal, a ripe old age, which pre- 
vious generations have sighed for over the centuries, has brought an 
ironic tragedy. Many older persons living today are unhappy and 
bewildered, are bitter and resentful at life, feeling isolated and neg- 
lected, often useless and unwanted, no longer able or permitted to work, 
nor capable of finding a way of living that will bring some satisfactions 
and fulfillment. 

Formerly the rare individual, man or woman, who lived beyond his 
short-lived contemporaries, often had a place of honor and impor- 
tance, admired and respected because they bore the wisdom of the past 
and could speak of a long experience. But these once singular persons 
are now so numerous that they no longer enjoy a unique place in their 
community and, what is more significant, their wisdom and accumu- 
lated experience are largely outdated and no longer relevant to the new 
problems and changing conditions of contemporary life. 

It is indeed a disturbing picture, revealed by various studies, of 
the unhappiness, bitterness, loneliness and sheer boredom so fre- 
pet expresed by older persons who at the same time are often bur- 

ened with a variety of handicaps, impairments and chronic illness, 
worried over their limited financial resources and lack of suitable 
housing. 

No society can be healthy nor stable when a large and growing pro- 
wees of the population is insecure and unhappy, chronically ill and 

itterly resentful, ready and eager to respond to the appeals of popu- 
lar leaders to organize into pressure groups. 

The political threat, already appearing in several sections of the 
country, assumes ever larger significance when we realize that, as a 


2 Source: Wilma Donohue, Education for Later Maturity (New York, 1955), pp. 1-18. 
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nation, we are confronted with the necessity of making more far- 
reaching changes in every aspect of living than ever before in our 
history. The obsolesence of so much of our long established economic, 
political, legal, social, and family patterns and the necessity of creat- 
ing an industrial civilization so that we can more fully enjoy the fruits 
of our advancin ane these recent developments are compel- 
ling us to face choices and decisions of unprecedented magnitude and 
complexity. Be " 

At the same time we, as a nation, must learn how to participate in 
the development of a world community wherein we must abandon our 
complacent self-satisfaction, the belief that we have the only desirable 
way of life, in order to collaborate with the peoples of other cultures 
in establishing a world community as “an orchestration of cultural 
diversities.” 

The necessity for these large-scale changes in our customary beliefs 
and expectations and for acceptance of new ideas and practices comes 
at a time when more and more of our population, especially of those 
in the voting ages, are moving into the later years of life, when, un- 
fortunately, too many have lost their capacity for new learning and 
for readjustment; when, for a variety of reasons, many older citizens 
are likely to be resistant to change. This rigidity and limited capacity 
for new learning and the frequent resistance to new ideas and chang- 
ing conditions are not, however, inevitable aspects of aging but appear 
to be the consequence of prolonged deprivation, cumulative bodily 
insults and injuries, and the pro onged exposure “to the slings and 
arrows of outrageous fortune,” which, be it remembered, can be largely 


avoided or prevented through the a Te of the new knowledge 
and techniques now becoming available. 
We cannot ec or deny, however, that a large proportion of 
a 


older people today have been denied this protection earlier and today 
are continuing to suffer unnecessary hardehip and neglect so that they 
present a formidable obstacle to the large-scale readjustments we must 
make immediately ahead. This human obstacle to change becomes 
even more crucial when almost suddenly we realize the enormous accu- 
mulation of unfinished business with which we must deal, unfinished 
business in the sense of the long postponed and repeatedly deferred 
modifications and improvements in our social life which, for a variety 
of reasons, have been blocked or ignored. 

In an authorization-totalitarian regime the individual citizen orders 
and commands of those who exercise power and wield authority. 
Social change, when it comes, is ‘iempaaet rou above on le who 
are compelled to accept what has been decided for them. tinder such 
a regime, the individual is neither required nor expected (usually not 
permitted) to develop understanding and capacities, to weigh alter- 
natives, to make choices and decisions in terms of his own welfare and 
that of the group. 

In a democratic social order, by contrast, we rely upon education 
and persuasion to bring about change and we expect each individual 
to learn how to participate in all the varied processes of group living, 
including continual modifications and change through legislation and 
other established channels. We cherish this practice because we believe 
it is both desirable and possible to maintain a self-repairing, self- 
regulating social order that can be continually reoriented through the 
development of consensus and voluntary, uncoerced participation. 
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Early in our history as a nation, we affirmed this belief in self-gov- 
ernment and established our public-school system as an essential edu- 
cational process to orient children and youth for their participation 
as citizens who are expected to make choices and to seek consensus as 
the essential process in a democratic society. 

Unfortunately, our educational programs for children and youth 
do not orient them effectively to our contemporary world. Much of 
formal education in schools, high schools, colleges, and even in some 
graduate and professional schools, is indoctrination with ideas, beliefs, 
assumptions, content and methods which are anachronistic, no longer 
valid or relevant to the world of today. This cumulative handica 
of outworn knowledge and expectations makes the tasks of adult 
education exceedingly difficult since the adult, with increasing years, 
finds it more and more difficult to live in the contemporary world, less 
and less capable of revising his ideas and assumptions to cope with an 
ever more rapidly changing society. 

Educational programs are, and have been, changing and schooling 
has been enlarged, prolonged, and greatly extended. But we are now 
realizing that learning and relearning are lifelong tasks calling for 
continuing education through all the years and especially for these 
added years of later maturity when the individual man and woman 
must make considerable, sometimes acutely difficult, alterations in 
almost every aspect of their living habits. We have not fully recog- 
nized that maturation from infancy on through old age involves a 
succession of transitions as the individual gives up what he has often 
painfully learned in order to replace it with a new pattern of think- 
ing, of acting, of relating himself more congruously with. his devel- 
oping capacities and privileges, his enlarging human relations as a 
growing individual. This means that the individual must unlearn, 
relinquish, renounce, give up what he has previously learned and 
master a new pattern. To do this, individuals must keep more or less 
flexible, retain their capacity for entering into new relations and de- 
veloping new techniques. But, unfortunately, in our homes and 
schools we often teach children and youth in ways that hamper or 
block new learning, that fixate what they should soon give up if they 
are to mature. 

This pattern of indoctrination and fixation was more or less appro- 
priate, 1f not necessary, for living in a relatively stable society with 
little or no alteration in its basic traditions and with a relatively short 
span of life for most individuals. But today it has become increas- 
ingly burdensome, a self-defeating handicap for longer living indi- 
viduals and for our society.’ We are reared in our families and homes, 
in our schools, for living in a society that no longer exists and in 
consequence everyone is confused, perplexed, and often acutely anxious. 
Our orientation, our expectations, our customary patterns of think- 
ing and acting provide little or no readiness for coping with the kind 
of life we are compelled to live. Nor are we able to meet the increas- 
ingly urgent task of our evolving social order where the older we 
grow, the more bafiling and defeating living may become because we 
now have so few resources for coping with life in these later years. 

Increasingly in the future we may hope that during the middle years 
of adult life, especially in the forties and fifties, men and women 
will engage more frequently in various activities that will keep alive 
their capacity for new and enlarging interests, for revision of their 
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ideas so that they will not become progressively out of date as they 
grow older. : 

We are increasingly realizing that a social order is not a super- 
human mechanism or impersonal system located out in space, operated 
by large “forces,” as our 18th century ideas have so long pictured 
society. Social order is that which is maintained by the beliefs, 
actions, and relationships of all the people who make up the group 
life and who carry on their life careers and pursue their individual 
goals, using the legally sanctioned symbols, rituals, and practices of 
our established institutions, economic, legal, political, social, etc. 
Social order is in people and social change and development occur 
essentially in the minds and hearts of people who not only make 
those choices and decisions that direct social change, but who also 
translate those choices and preferences into their own individual 
actions, their varied negotiations or relationships their way of life. 

Here we see that the dynamics of social life and of social change 
arise from the beliefs and expectations, the hopes and fears, and the 
feelings, of the people who constitute a society and, by their purposive 
strivings maintain a social order that reciprocally governs their way 
of life. A recognition of this dynamic circular relationship of the 
individual to society and of that of society to the individual, gives 
increased significance to the need for adult education, and especially 
education for later maturity, as the only way in which we can hope 
to maintain a self-regulating free society. 

It is becoming clear that the enemies of a free society are not the 
uneducated and ignorant, or the submissive minded, but more often 
are the warped, distorted, unhappy, rigid personalities who, regard- 
less of what it means to others, release their resentments and express 
their anxieties in the varied ways that are both destructive to others 
and self-defeating. We cannot have a healthy society until we 
develop healthy personalities who can accept and live at peace with 
themselves and so can accept others and live in a free social order. 

Thus, by our past history and long-standing convictions, we are 
being lead somewhat slowly and rather belatedly to be concerned with 
education for aging, viewed both as a continuation and an extension 
of our established educational practices and as a new and challenging 
task, the fulfillment of which may be crucial to our survival as a 
free people. 

But even more.important in our education for aging should be 
the recognition of our enduring goal values and their implications 
for our older citizens. These goal values must be explicity stated 
and reaffirmed if we are to cope adequately with both the responsi- 
bilities and the opportunities now confronting us. 

In accordance with our cherished traditions, we may assert with 
all possible emphasis that we believe in the worth of the individual 
personality and that we cherish the conviction of the supreme im- 
portance of human dignity as the goal values of our western culture 
and as the underlying philosophy of all our educational procedures 
even though we often ignore or deny them in practice. Making such 
reaffirmations of our enduring goal values helps us to see ever more 
clearly that for a democratic social order no one, no matter how unim- 
portant he or she may seem, can be unnecessarily deprived, denied, 
frustrated, or coerced, nor stunted, injured, humiliated, or degraded, 
because we now know that anyone so neglected or maltreated will, 
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by so much, be unable to play his or her full part in maintaining a 
free social order. 

To maintain a free democratic society, as a self-regulating social 
order dedicated to individual personality development and the pro- 
gressive attainment of human dignity, beginning at birth, we cannot 
permit children, adolescents, or adults to be exposed to and to suffer 
from the many forms of unnecessary, preventable human wastage, 
deprivations, and defeat that develop the bitter, unhappy, resentful 
older persons who are so frequent cole and who, out of that resent- 
ment and bitterness, tend to resist necessary and desirable social 
change. 

So long as a person is engaged in some occupation through which 
he or she can be active, productively or at least gainfully employed, 
they may feel useful, needed, and justify themselves by their work. 
When, however, they cannot work because of their age or lack of jobs, 
or because they have been retired at a fixed age, regardless of their 
ability to continue, then they may lose their one and only way of 
relating themselves to society, their sole sense of self-justification and 
reassurance of their own worth. It is indeed notable that in a culture 
that proclaims its beliefs in the worth of the individual personality 
so many believe they are significant only because of what they can do, 
what they can earn, possess, or exercise powers. Here we should 
realize that the work experience of men, and increasingly of women, 
constitute the major segment of their adult lives. What then are 
the responsibilities of employing organizations of all kinds to reduce 
or avoid the many forms of rigidity and loss of self-confidence ex- 
hibited by older persons. What should employing organizations do 
to conserve those who work for them so that they are not “used up” 
and then retired or fired? What are the educational responsibilities 
of employers and for helping people to live during and after their 
working years? 

Perhaps the major and often most tragic product of what we have 
done to and for people is this feeling of worthlessness except as they 
work or hold a job. Their lack of self-respect is exhibited in so many 
forms of antisocial behavior, of self-defeating human relations and 
an almost perverse satisfaction in blocking and sabotaging others, 
even those who might help them. 

Here we begin to understand more fully that we can hope to attain 
our enduring goal value only insofar as self-consciously we undertake 
to renew our culture and to reorient our social order toward the pro- 
gressive conservation of human life and personality at all ages, seeing 
in people the only measure or index of the goodness of our society 
that is compatible with our cherished aspirations. 

An educational philosophy appropriate to such goals will emphasize 
the many human potentialities that are too often neglected or stunted, 
even distorted, earlier in life. For the older individual, the redis- 
covery of these potentialities which, with guidance and encourage- 
ment, can often be revived and developed, offers a new and exciting 
prospect of more productive living and of continued learning. 

But it is evident that with increasing years, the process of educa- 
tion must be concerned primarily with relearning, or what may be 
called unlearning, that is to say, the individual person over the years 
has built up his own private frame of reference, with his personal 
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beliefs, assumptions, and convictions that often have become obsolete 
and usually block further learning. Thus the process of education 
for later maturity must undertake to help koorie to become aware 
of their pemeemanetvinn and assumptions, to be able to look at these 
critically and self-consciously revise or replace them in the light of 
more recent knowledge, understanding, and insights. _ 

It is not simple nor easy for anyone to reorganize their conceptions 
and to rebuild their frame of reference; for some individuals this may 
call for prolonged professional treatment especially since, along with 
these beliefs and expectations, there are strong feelings which further 
block and resist new learning. It is becoming clear that persistence of 
obsolete ideas and misconceptions give rise to much of our personal 
difficulties and social conflicts, especially today when so many of our 
accepted beliefs have become almost suddenly anachronistic and no 
longer relevant to the kind of life we must lead. 

It may be pointed out that much of our current adult education and 
group discussions, that are concerned with exigent social problems 
and striving for group decision, appear to accept without examination 
these very anachronistic beliefs and obsolete assumptions which are 
largely responsible for those social problems. Thus they often per- 
petuate the source of our social difficulties by neglecting to examine 
critically the beliefs and assumptions underlying those social practices 
and used in arriving at such group decisions. 

For this difficult process of relearning and reorienting our ideas 
and expectations, group readings and discussions revealing the under- 
lying beliefs and assumptions of the participants and encouraging 
them to look critically at their customary beliefs and to consider the 
possibility of new ways of thinking, make it possible for individuals 
to undertake this difficult process with little of the anxiety and con- 
flict they may experience when facing such changes alone and un- 
— 

ne objective of education for aging in a rapidly changing society 
faced with the difficult task of renewing our culture, is to provide op- 
portunities for such critical examination of our customary beliefs and 
assumptions approached as the way in which we can renew our culture 
and advance toward our goal values. Thus medicine through the cen- 
turies has repeatedly altered its conception of the human body and 
its functioning and has sometimes radically changed the treatment of 
illness with the discovery of new knowledge about the human body and 
its ills. These often drastic changes have been the way physicians 
have been loyal to their historic traditions and have carried on their 
enduring aspirations to relieve human suffering and prevent pre- 
mature death. In the same way, we may say that to be true of our 
goal values, to be able to carry on our aspirations to recognize the 
worth of the individual personality and to respect human dignity, 
we must be prepared to give up many of our older ideas and beliefs, 
to replace many of our former practices and revise our established in- 
stitutions so that we can more effectively utilize our growing knowl- 
edge and improved techniques for conserving human life and advanc- 
ing human personality. 

nviting people to join together to explore and discover che meaning 
of the new ideas and ways of thinking that are now bringing a revolu- 
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tion not only in technology but also in every aspect of living, is to give 
them a new and exciting opportunity to continue learning and thereby 
to keep alive, active, and participating in the emerging new climate of 
opinion. Here, as Orteig Gasset has pointed out, we may live at the 
cheight of our times,” probably the most exciting period in all human 
history, instead of being “living fossils” who continue to exist but can- 
not share in the great events now taking place. 

Esthetic experiences also are important for older persons to help 
them keep alive their capacity for feeling and responding to others, 
their concern for the lives and needs of people. As D. H. Lawrence has 
said, “It is the way our sympathies flow and recoil that really de- 
termines our lives.” The greatest threat to older persons is the loss 
of capacity to invest people and events with meaning and significance 
and to respond with feelings, giving and receiving affection generously. 
Indeed, it seems clear that through generosity we grow strong, finding 
increasing self-confidence and security in the very act of helping others, 
giving of our time, energy, and concern. 

Education for later maturity may thus be viewed as an occasion for 
continued self-discovery and new learning, formally organized for 
those who seek that kind of experience, but leading to new interests 
and activities and genuinely creative endeavor. This becomes pecu- 
liarly appropriate and possible in later maturity because the older 
person, often for the first time since childhood, has the freedom from 
pressing responsibilities and leisure for living and so can reflect, ex- 
plore and create in various fields of endeavor. 

Because of the widespread confusion over the term, it should be 
explained that creativity does not mean doing something that is en- 
tirely new, original and unprecedented. Anything that an individual 
does that expresses his own awareness and perception or translates his 
own personal ideas and feelings through some medium, words, plastic, 
or graphic arts, etc., may be creative, through which he discovers him- 
self and is able to achieve something that has meaning and validity for 
him, as contrasted with conforming to requirements imposed by others. 

The older individual usually comes to any educational experience 
with an orientation that differs from that of the child, the adolescent, 
or younger adult who is usually concerned with preparing for a specific 
goal or activity and is more or less willing, if not eager, to accept the 
requirements and guidance of his teachers. 

The older individual, except for a few intent upon mastering specific 
content or skill, does not come with that kind of need nor under that 
pressure and therefore is usually not ready or willing to fit into a 
prescribed pattern. He comes with an accumulated life experience, 
with a variety of long standing curiosities and perplexities, often acute 
confusions, with aspirations that he cannot always clearly formulate 
but which he wishes to clarify and pursue in his own way and at his 
own tempo. Thus he will respond to the education process and enter 
into the group discussions only as they have a meaning for him as an 
individual. | 

These highly individualized concerns and the usual inability to 
state them, emphasize the urgent need for understanding counseling 
and guidance and a sympathetic, patient approach that will help the 
older individual to focus these personal concerns so that they can be 
examined and discussed and illuminated by the experience of others 
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and by reference to the wide variety of materials awaiting his ex- 
ploration. 

Central to this process of education is the necessity of aaeeng the 
older individual in every way that is compatible with his personal dig- 
nity and integrity, to build up and maintain a feeling of his own worth 
and the validity of his own interests and to develop his self-ac- 
ceptance so that he can renew and strengthen his often shaky self- 
confidence and establish or reestablish a dynamic relation with people 
and with ideas. 

The importance of providing reassurance through patient under- 
standing and a recognition of each individual in the group cannot be 
over-emphasized. We must remember that as we grow older we are 
often overwhelmed by feelings of guilt and inadequacy, only too con- 
scious of our many mistakes, failures and shortcomings, the often un- 
intended, but nevertheless cruel and destructive, impact of our lives 
on others. It is no wonder, then, that the older persons, when they 
are no longer preoccupied with the daily tasks of jobs and homemak- 
ing, often become depressed, burdened with anxiety and guilt in 
which they may attempt to cover up or express in a variety of de- 
fensive-aggressive activities. Nor must it be forgotten that such in- 
dividual older person may feel that he or she alone is so afflicted and 
by that very conviction of uniqueness, feel shut off from others. 

We live primarily by memories and expectations. The older per- 
son, whose expectations may be progressively curtailed, turns in his 
reveries and reflections increasingly to his past, living over again his 
triumphs and defeats, preoccupied with the effort to understand him- 
self and how he became what he is. -Thus programs of discussion 


groups for the aged may serve peenarity to provide new and more 
9 


fruitful leads for the individual’s private reflections, offering more 
promising ways of interpreting his past experience and developing 
more self-acceptance. 

These feelings, therefore, which almost everyone has, may initially 
block the individual from entering and participating in any group 
eccet ee and delay the discovery that he is not alone in the way he 

eels, but that others in the group have much the same difficulties and 
feelings. Until these self-imposed restrictions and barriers to com- 
munication are dissolved, the group may grope and flounder and fail 
to develop any genuine communication among its members. This is 
indeed ironical because in the later years of life, individuals so often 
find themselves isolated and alone when so many of their family and 
contemporaries have died or are far away and they need as never be- 
fore to establish new relations and to renew or enlarge their capacity 
for communication. 

One of the major objectives of education for later maturity, and one 
of its prime benefits for those who participate, is that it provides a 
safe and reassuring occasion in which each individual can gain a place 
in the group and can contribute to the group discussions and stele 
tions. Indeed, compared with this personal fulfillment, the content 
of the educational program may be of little significance, serving pri- 
marily as a basis for starting discussions that may develop into a far- 
flung digression or excursion, that outwardly seems to be more or less 
random and disorganized, but may be highly significant and rewarding 
to each individual participant, especially in the intervals between 
group meetings. 
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Probably the most active process of reeducation takes place between 
group meetings as the individual reflects upon the ideas, the comments, 
and suggestions of others; begins to gain some understanding, or at 
least awareness, of other ways of thinking, other approaches to situa- 
tions than his own. But this must take place in the individual’s own 
private world as he talks to himself in his reveries and daydreams, 
or in his use of artistic and creative materials as he works through 
these ideas. 

This indicates why it is essential for groups of older persons to de- 
velop their own programs of education, select what to them seems im- 
portant and worthwhile, as contrasted with the usual fixed curriculum 
and formal content of academic courses. Moreover, it is important 
that they feel free to diverge or digress when and as they find their 
interests flowing into unplanned and unexpected areas. Such self- 
determination is, of course, possible only in small groups, preferably 
of persons of somewhat homogeneous backgrounds and capacities and 
approximately the same age, who can and will work out their programs 
and thereby develop the dynamics of the group in their own way. 

Because the older persons so often have a long-standing curiosity 
about certain areas or fields of knowledge, reading the same book may 
provide a very useful focus for these curiosities and make possible a 
more orderly and sustained discussion than is possible without such a 
content. Likewise, since older persons are interested and often gen- 
uinely perplexed about various questions of human relations growing 
out of their own life experience, reading the same novel or play or 
seeing the same moving picture may offer fruitful opportunities in 
which each member of the group may discuss his own personal life 
concerns while talking about the characters and action in the book with 
which all members of the group are familiar. It must be remembered 
that novels, short stories, and plays provide the most effective instru- 
ments for the communication of insights and the deepening of under- 
standing of human relations. 

The availability of inexpensive reprints of fiction and nonfiction 
now makes it possible for each member of a group to buy a copy of 
the book under discussion, or for public libraries to supply a set of 
such books to discussion groups. 

Of special promise for education of older persons are the arts, 
including creative writing, handicrafts in which each individual can 
explore and create in his own individual way, often discovering capac- 
ities or talents he never before realized he iad, and thereby open u 
possibilities for future enjoyment and enriched living. The arts an 
crafts, including various so-called hobbies, are especially important 
for older people who are no longer able or permitted to engage in 
their former life activities, but who in the use of these materials may 
find new opportunities for achievement, for mastery of some new 
skill or technique through which they can maintain or regain their 
feeling of competence. 

One of the most fruitful themes for education of the aged is that 
of human growth and development, viewing the whole life cycle as 
a continuous ongoing process, with possibilities for maturing as long 
as we live if we can hii on learning and unlearning. To gain some 


understanding of how we develop as organisms and as personalities, 
and some insight into the common problems and life tasks we share 
with others, offers possibilities for relieving personal anxiety and 
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awe and for learning to communicate with others. Discussion of 

uman growth and development, therefore, is peculiarly aparcastet 
for this purpose, especially since few are aware of the new knowledge 
and understanding recently developed and the growing resources 
available for use by the aging. 

Likewise, it is desirable that older persons be helped to rediscover 
their own bodies and to revive their o dormant or atrophied func- 
tions, through bodily movements appropriate for their age, such as 
rhythms, folk dancing, and similar ages activities that are both 
relaxing and refreshing and provide a renewed feeling of living. 
It is astonishing how men and women even in the seventies can gain 
renewed energy and zest for life. 

It is important for older persons to realize that chronological age 
is of little or no significance, since each eee grows, develops, and 
ages at his own rate. Today, many of the familiar disabilities and 
handicaps of the aged can be remedied or avoided through the various 
professional services and treatments now becoming available. But 
too often the older person ignores or rejects these services, apparently 
from a self-defeating feeling of personal worthlessness and rejection 
of self, sometimes as a way of punishing others through illness and 
helplessness. 

s thus approached, education for later maturity may be viewed 
as a further extension of adult education, but preferably organized 
and directed separately, while the methods and procedures, the tech- 
niques, and materials appropriate for older persons are being devel- 
oped and refined. Because of special needs and limitations of the 
older age group, the customary academic programs and the prevailing 
pattern of group discussion for group decision may be neither appro- 
prints nor desirable; indeed, may lead to unnecessary frustration and 
failure. 


With the gro ing recognition of our older age group and their 
ec 
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frequent neglect and widespread unhappiness, plus their acute needs 
for better health care, for housing a for improvement of mental 
health, it is imperative that all the different disciplines and profes- 
sions that are in any way concerned, or in contact, with older groups, 
make every effort to work together so that their various services and 
programs will reenforce and contribute to each other for the benefit 
of the older person. 

In most of our communities, children, adolescents, families, and 
adults are exposed to a wide variety of often conflicting advice, treat- 
ment, and services by different agencies and professions and subject 
to various claims upon their time and energy. It will only intensify 
the present difficulties and augment the already acute confusions and 
perplexities of older persons if this same uncoordinated, discreet, and 
often destructive approach is permitted to operate in the services and 
education offered to older persons. Whatever is planned for and 
offered to older persons should be conceived and operated with their 
full and voluntary participation in the planning and administration, 
so that they may feel they are being treated with dignity and respect 
for their abilities, interests, and their years. 

In attempting to meet the needs and to develop the possibilities of 
the growing number of older persons in our. society, we face in its 
full and unavoidable significance a major challenge to our democratic 
aspirations and one of the largest possibilities for translating into 
practice our belief in human dignity. 





11. GRAND RAPIDS LEARNS ABOUT THE AGING * 
By Wilma Donahue 


The community of Grand Rapids, Mich., has a population of 175,- 
000, of which more than average are 65 years and over. These older 
people have helped build the ‘community ; they have worked in its 
furniture factories, which have brought fame to their city; they have 
built its churches and its schools, and have helped establish its local 
traditions; they have raised their families, who have, in turn, con- 
tinued to reside in the community. 

The older people of Grand Rapids do not want to leave their city. 
Yet, they, like older people in almost every other community, have a 
number of serious unmet needs. They need jobs but find it hard to get 
employment because of their age; they need housing better suited in 
size and design to their changing family size and diminishing energies ; 
they need companionship because the »y have lost spouses and friends 
and have met social rejections; they need special health and house- 
keeping services, but find that the community has little awareness of 
the importance of these services to their well- being; but, most of all, 
they need to have their community and fellow citizens know, appre- 
ciate, and use their skills. 

In 1952 a group who had been meeting together in an adult-educa- 
tion class on education for maturity decided that they were ready to 
do something to create more opportunities for older people like them- 
selves to meet their own needs and show the community that its older 
people were still an asset. They asked for a course in which they could 
learn the techniques needed for den eloping programs to serve the needs 
of the older people in the community. Accordingly, an 8-week course 
entitled “Learning for Longer Living: Practice in Community Serv- 
ice for the Aging” was scheduled. 

The first step in arranging for the course was taken by Miss Helen 
Gleason, director of the Grand Rapids Extension Center, University 
of Michigan. She appointed an advisory committee of interested 
citizens to review plans for the total project and to offer continuing 
counsel and guidance in the identification and utilization of commu- 
nity resources. 

The next step was to secure the services of the staff of the division 
of gerontology of the university as teachers of the skills needed and 
as supervisors of field projects. Working within the framework of 
an established university extension program, this staff and the advi- 
sory committee developed this fourfold ‘plan of action: 

1. The student body would work in project groups, with each group 
under the immediate supervision of one of the university staff. Stu- 
dents would choose the type of project they wanted and select their 
group. 


2 Source: Adult Leadership, vol. 3 (May 1954), pp. 22-24 plus. 
80 
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2. Each of the project groups would analyze the community in order 
to make recommendations for community programs for older rle. 
These students would later constitute a source of trained leadership 
for future work. 

3. Each project group would appoint its own consultant committee, 
composed of people in the community having concern and responsi- 
bility in their project area. 

4. Each project would cooperate with existing community plans and 
organizations. Every effort would be made to integrate the project 
with the community’s planning for its older people and not let it be 
simply a superimposed laboratory exercise. 

In consultation with a group of the prospective students, the staff 
and advisory committee developed the meeting plan which follows: 
The class convened at 5:30 p.m. At this time the students and staff 
had a box supper. The boxes were supplied by one of the churches at 
50 cents each. The university provided free coffee. Following the 
meal there were a few minutes’ recreation under the supervision of a 
weekly student committee. At 6: 30a 15-minute general session of the 
class gave time for a discussion of matters of concern to all project 
groups. Individual groups then met to plan their work for the 
ensuing week. Shortly before the close of the class period, at 8 p. m., 
the entire group reconvened to hear progress reports and future plans. 

Most of the 25 men and women who enrolled had been members of 

revious courses dealing with se to later maturity, and thus 
had already acquired considerable knowledge about the problems of 
theaging. Although the average age of the student group was slightly 
more than 60 years, the range extended from the late thirties through 
the seventies. 

At the first session the class reviewed census data for Grand Rapids, 
and a study of available community programs and facilities for older 


—. 

or example, the council of social agencies had established a com- 
mittee on aging more than 2 years before to make studies of the needs 
of old people and make recommendations to the council. The recrea- 
tion department had sponsored several community parties for older 
people and had established a number of “over 60 clubs” to provide 
social outlets. 

General concern about living arrangements and shelter had led to 
the building of a generous number of old-age homes under the auspices 
of churches and other private groups. Many nursing homes were 
established to fill the need for sheltered care of the chronically ill. 
The museum and public libraries were offering programs suitable to 
the interests of older people, such as special exhibits, hobby classes, 
and great books courses. The public schools had a rich program in 
which adults could learn new skills and could keep mentally alert 
through participation in discussion. The University of Michigan 
extension service had for a number of years offered preparation for 
retirement through its courses in “living in the later years.” 

Although it appeared from the listing of programs and services that 
much had already been done for the older people in Grand Rapids, 
the students declared there was too little being done in the areas which 
had already received attention, there were other important problems 
which had been overlooked altogether, and there had been too little 
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education of the community about the existing programs and about the 
unmet needs of older people. 

The students selected three projects which they felt would make a 
definite contribution to the community and be within the range of 
their abilities to execute. The three projects were: (1) Employment 
opportunities for older people: (2) friendly visiting for older people; 
and (3) education of the community about the values of older citizens. 

How did the working groups set about obtaining their goals and 
what did they accomplish Let us illustrate by describing in some 
detail the education project. 

Seven people selected the education project. At the first meeting 
they elected a student as chairman and decided that the faculty super- 
visor should serve in the role of adviser and resource person. They 
also defined four goals for their project: (1) To inform the community 
about the problems arising from the aging of the population; (2) to 
call attention to older citizens as assets to the community; (3) to dem- 
onstrate the contribution which older people make to the work and 
culture of the community; and (4) to illustrate the persistence of skills 
and abilities of older people, and to show the relationship to health 
and happiness of the use of such skills in purposeful activity. 

With these goals established, the students considered ways of attain- 
ingthem. They decided to issue a weekly bulletin describing the work 
of all three project groups. Because they considered it imperative to 
use the rerular channels of mass communication, the students planned 
as part of their first assignment to interview representatives of the 
press, radio, television, library, museum, and advertising agencies to 
invite them to serve on their consultant committee, 

Each student assumed responsibility for at least one project and 
agreed to serve also as a member of the planning committee for one 
or more of the other activities undertaken by the education group. 
Some of the projects were to be carried out during the 8-week period 
in which the class was meeting; others were to be planned during this 
time but were to be carried out in the several months following the 
official close of the course. 

At subsequent class meetings the students renorted their progress, 
and developed plans for the next week’s activities. The consultant 
committee met with the group upon several occasions: and the group 
also kept a liaison with the other project groups in order to represent 
their work adequately in the programs and news presented to the 
community. 

Here is what this project group of seven people did: 

Publications: Two local newspapers ran a total of 10 stories about 
various phases of the class projects. A full-page spread of nictures 
appeared of older people at work in community service. The Univer- 
sity of Michigan Extension News, reaching thousands of people 
throughout the country, carried a detailed report of the course. 

One of the most important efforts of the group was the publication 
of the weekly bulletin, which was distributed to all members of the 
class. to all consultant committees, and to other people who requested 
it. The circulation reached a peak of 150 copies ner week. The bul- 
letin contained weekly progress reports and pertinent items of infor- 
mation about the problems of the aging. 

A directory of recreational onnortunities for older neonle in Grand 
Rapids was published with the following sections: Social recreation; 
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arts, crafts, music, and literature, museums, art galleries, and zoo ; edu- 
cation ; radio and television ; local tours. The Grand Rapids Recre- 
ation Department, city library, and other community agencies distrib- 
uted copies of the directory widely. 

Radio: The class arranged with the local radio station for a series 
of six 15-minute broadcasts. The students selected the topics, devel- 
oped the content of the programs, and took part in the broadcasts. 
The following topics were discussed: Friendly visiting; occupational 
opportunities for older people; homes for old people; what churches 
can do to serve the aging; recreation for older people; cultural inter- 
ests as a source of enjoyment for older people. The students managed 
to secure the dinner hour for these broadcasts, although to give them 
this time, the station had to cancel the time of a popular radio news 
commentator. 

Television: The students used the theme of the persistence of skills 
learned in early life for a 30-minute telecast. Two older people dem- 
onstrated skills which they had learned early in life, and three mem- 
bers of the class held a discussion about the importance of engaging in 
constructive activities throughout life. 

Exhibits and demonstrations: A hobby a week library program 
was carried out after the close of the class. A committee from the 
library worked with the education project committee in the planning 
and presentation of this activity. ‘The class members assumed respon- 
sibility for identifying the craft to be exhibited, for collecting the 
items to be shown, and for a live demonstration by an older craftsman 
at least twice during each week. The library displayed books de- 
scribing the craft on exhibit and served punch during the afternoons 
on which the demonstrations were held. Some of the students served 
as hostesses. This project lasted for 16 weeks. 

Another project which was planned during the class but which was 
carried out several months later was the Grand Rapids senior skill 
show. Working with the local museum, the class held a 2-week ex- 
hibit, displaying the work of over 100 senior citizens. The students 
planned the show, collected the items to be exhibited, and made ar- 
rangements for all types of publicity. The museum staff arranged 
the exhibit, which over 8,000 people viewed during the 2-week period. 
The senior skills show has since become an annual event in the 
community. 

Community conference on aging: As a final effort, the education 
group decided to hold a 1-day Grand Rapids Conference on Aging, 
at which each of the 3 project groups would report its finding and 
make suggestions for further community action. 

For the first time during the work of the class, the faculty advisers 
became somewhat anxious and suggested that the group might want 
to invite some of the so-called experts in fields of employment, friendly 
visiting, and education to take part in the conference program along 
with the students. This suggestion was a mistake because the students 
quite stole the show from the experts. 

At this conference, the community learned that the social agencies 
had reported at least 829 older people in need of friendly visitors. 
The students recommended, and the Council of Social Agencies sub- 
sequently established, a friendly visiting service through the Volun- 
teer Service Bureau of the Council. 
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The group surveying occupational opportunities for older people 
reported that 50 percent of the large Grand Rapids industrial com- 
panies surveyed would not employ workers 65 and over under any 
circumstances. The survey also revealed, however, that the older 
workers currently employed were considered by their employers to 
have better attendance records and to show less job turnover than 
younger workers; and in no single work characteristic were the older 
workers generally inferior. 

The students recommended that special counselors be appointed in 
private and public employment agencies whose duty it would be to 
advise older job applicants and to develop job opportunities for them. 

There can be little doubt that the older people who participated 
in this course felt needed, not because they were made to feel needed, 
but because they found that they were needed. They had discovered 
that there were important tasks to be done which they, more appro- 
priately than any other group, could undertake and carry through 
successfully. They had pointed out needs; they had initiated com- 
munity action; and they had acquired the cooperation of important 
organizations and individuals in carrying forward their plans. And 
most importantly, they had played a role familiar to them in the past, 
one in which they had responsibility and opportunity for exercising 
personal initiative and individual choice. 





12. DEVELOPMENTS IN EDUCATION FOR LATER 
MATURITY * 


Clark Tibbitts and Wilma Donahue ? 


The past decade has seen a marked development of interest in adult 
education addressed to middle-aged and older adults. Education 
for the older adult may be seen, in part, as an extension of adult 
education generally. In perhaps greater part, it is education for 
a new period of life with needs, interests, and characteristics of its 
own. 

This growing focus of attention on education for older adults 
parallels the total development of interest in this period of life as 
represented by the opening up of the entire field of gerontology. 
Gerontology itself has sprung from increased life expectancy which 
has already sent up the number and proportion of older people beyond 
all expection, from the newer knowledge of the aging process, and 
from concern for the well-being of aging people (98). 

Research, clinical study, and observation reveal that the period 
beyond 50 years of age represents a definite phase of life characterized 
not only by changes in the organism, in physiological and psycho- 
logical capacities (40, 106), and in the individual’s social situation, 
but also by the persistence of desires or needs common to people of all 
ages (26,41). It is becoming recognized, also, that aging is a period 
of gradual transfer from the responsibilities of parenthood and career 
application to a period of broadening interests, preservation and 
improvement of the culture, assumption of community responsibility, 
and expression of creative impulses (82, 116). 

From these basic concepts, education for aging is seen to have a 
number of objectives. One is to give the individual knowledge of 
the changes taking place in his organism, in his mental capacities, 
in his personality, and in his social situation, in order that he may 
understand them and make suitable adjustments (26, 28, 37,41). An- 
other is to provide new knowledge and skills that may afford a basis 
for continuing employment, voluntary services, and creative expres- 
sion. A third objective is that of education for enjoyment of the 
arts, for intelligent citizenship, and for postponement of mental de- 
terioration. A fourth is that of upsetting current stereotypes of 
aging and substituting constructive concepts and social attitudes. 
Fifth, is education to provide the specialized knowledge required by 
those who are working with older people. 

A comprehensive review of research in the field necessarily con- 
cerns itself with a wide range of subject matter. There must be 


2 Source: Review of Educational Research, vol. XXIII (June 1953), pp. 202—217. 

2 The authors wish to acknowledge their indebtedness to John C. Leukhardt, U. 8. Depart- 
— of Health, Education, and Welfare, for assistance in assembling the bibliographical 
references. 
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recognition of the changing nature of the individual because of its 
implications for program content and method of presentation. 
Equally important is understanding of problems of personal adjust- 
ment and potential social roles in later maturity. Much interest, of 
course, will focus on programs under way. 


Previous Reviews 


Although the present review is the first one directed specifically 
at the older adult and his education, there have been reviews in related 
areas. Lorge and Kushner (87) have reported on the physiological, 
intellectual, and emotional characteristics of adults basic to their edu- 
cation. Brozek (24) reviewed studies on age trends and concluded 
that, while changes in efficiency of sensory, motor, and intellective 
functions are fairly well established, the patterns are by no means 
universal. 

Developments in the study of age trends in the intellectual capacities 
during maturity can be followed through the triyearly reviews of 
Lorge (84) and the reports of Donahue (40) and Shock (108, 109). 
Granick (54) reported upon articles pertaining to the psycholo 
of senescence, and concluded that while older people suffer some i 
cline in capacity, on the whole they are stable personalities adaptable 
to new situations. Bayley and Espenschade (7) traced the develop- 
ment and decline of motor ability from childhood through maturity. 
Kuhlen (75) prepared an excellent review of the literature on age 
differences in personality during adult years, and Blair (15), Frank 
(50), and Granick (55) more recently reviewed studies of psycho- 
pathology. 

In general, a reading of the reviews must lead one to conclude with 
Behrens and Nester (8) that results are not yet satisfactory, that 
new and better measuring instruments are needed, that what is meant 
by deterioration needs better definition, and that longitudinal studies 
are necessary. 


Cuancoine CAPACITIES 


There are long-accepted stereotypes of the aging which describe 
them as individuals whose sensory and intellectual capacities are 
deteriorating and whose interests in life are gradually diminishing. 
These stereotypes have led educators, business and industry, and older 
people alike, to take a pessimistic view of the potentialities of aging 
persons for continued development. Confusion between the patterns 
of normal senescence and pathological senility (48, 114) ructs 
the design of educational programs which would minimize the effects 
of age upon the capacities and performances of the individual and 
release remaining growth factors. 

What is needed is an accurate assessment of the characteristics of 
senescent changes and their implications for training and use of in- 
dividuals after 50. Research has not yet been sufficiently extensive or 
intensive to give unequivocal evidence of the influence of age. While 
recent studies have added few new concepts, they have tended to 
confirm observations and previous findings with regard to the nature 
and direction of age changes, and to furnish a few new clues, largely 
indirect, but important to education. 
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The extent of deterioration of intelligence may be related to the 
content of educational programs and to method of instruction. How- 
ever, use of available measuring instruments is of doubtful value in 
classifying individuals with regard to the extent of intellectual change. 
Comparisons between the deterioration score on the Wechsler-Bellevue 
and the Aorschach show no correlation (30) ; likewise, a comparison 
between the Wechsler-Bellevue and the efficiency index of the Babcock- 
Levy (48, 49) yields a correlation too low to have statistical signifi- 
cance, The Wechler-Bellevue correlates less well with the Babcock- 
Levy efficiency index and Copples’ senescent decline formula than the 
latter two correlate with each other (16). 

Defects in the construction of tests for use with older people may be 
responsible, in part, for the recorded decline in intellectual capacity. 
Power and speed factors are frequently mixed in the same tests. 
When these two factors are measured separately, the majority of 
decline can be accounted for by slowing down in the speed factor, 
et power remaining essentially unchanged (85). Since the 

ecrease in of performance is reported to be more rapid before 
60 than in the years following, it appears, then, that resistance to 
decline may develop with age (9). Validity of appraisals of deteriora- 
tion might be better if a “recognition type” of measurement rather 
than the usual “recall type” were used (53). 
Verbal ability shows the highest resistance to deterioration. Vo- 
cabulary, information, and comprehension show little decline as com- 

ared with the more abstract arithmetical reasoning, digit span, and 

lock assembly (9), 17,65). However, the rate of verbal fluency may 
be reduced to'the point that the older individual will show a defect in 
thought arising from the low rate of association (10). These findi 
argue the importance of initiating educational programs which capi- 
talize on verbal capacities while, at the same time, allow for the fact 
that words cannot be used with the same fluency. 

A common complaint of older people is about their inability to learn 
and their inability to recall previously known materials. Perhaps no 
other factor is so responsible for keeping them away from educational 
experiences. There is little evidence that learning or recall differ 
markedly with age. The usual curve of forgetting established on 
younger people appears to hold for older people (112). Learning 
of tasks having but little meaning usually results in poor performance. 
Learning the order of pressing a series of keys, for example, shows a 
decline in performance, as displaced by a loss of speed in the thirties, 
a loss of accuracy in the forties, and a marked loss of both in the fifties 
and sixties (69). This may represent progressive change in motiva- 
tion rather than a decline in ability to learn a serial task, On the other 
hand, Russian and shorthand were learned by a younger and an older 
group with no significant difference between the learning efficiency 
of the two groups (85). The handicap of the older person is the 
culture-derived attitude toward learning. Thus the adult educator 
must provide tangible evidence to the older student that he is not only 
learning, but learning and forgetting in a fashion common to all 


ple. 
The slowing down of the individual is one characteristic change 
which is made conspicuous by the consistency with which it appears 
in studies even of widely varied abilities. As already mentioned, the 
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rate of verbal fluency is decreased. Writing speed is similarly reduced 
with age (12) ; the rate of addition is slowed and is closely correlated 
with writing speed (11) ; simple auditory reaction time increases with 
age, and there is a trend toward larger individual differences which 
may be a reflection of increasing variations in attention with age (94). 
The relationship between the speed of response to continuous repeti- 
tion of a task and the degree of monotony declines for both youth and 
senescents, but the decline is less marked for older people (17). In 
educational programs, cognizance should be taken of the slower intel- 
lectual pace at which older ae perform. 

Little evidence is available as a basis for explaining changes in 
psychological function. Changes in the central nervous system often 
include generalized atrophy of the cerebrum, loss of cortical neuroses, 
and disturbance of metabolism (95). Correlations between the extent 
and type of change and performance have not, however, been ade- 
quately demonstrated. Educators must recognize the fact that lack 
of stimulating environment (39, 47, 66), failure to continue practice 
of skills and mental functions (38), and decline in physical and psy- 
chological energy (27, 72) may be equally responsible with structural 
changes of the nervous system for declining performance. 

Receptor changes may also interfere with comprehension of visual 
and verbal stimuli, resulting in poorer performance (123). Visual 
changes occur in pupil size (13), in dark adaptation (14), and in visual 
acuity and the auxiliary apparatus of the eye (101). Visual perform- 
ance is positively related to the amount of illumination and glare 
(124), and diminished visual acuity in the eye can be compensated by 


proper. adjustment of illumination (a factor to be considered in equip- 
ping classrooms). Color aa ae previously believed to decrease, 


may show a decrement as a result of changes in visual acuity for near 
vision (74). Hearing acuity for high frequencies known to decrease 
(33), may be. of. little practical significance in the usual educational 
situation unless the frequencies in the speech range are affected. Of 
high importance, however, may be the increasing inability of the aging 
to understand rapid speech and the confusion of noisy places (34). 
~ Patterns and rates of age change show marked individual differences 
and may be largely determined by constitutional factors (68) ; this 
argues against the use of chronological age as a basis for eligibility 
for enrollment in programs for the aging. Should the results of 
recent studies using steroid hormones be confirmed, the constitutional 
patterns may be changed, even reversed. Atrophic changes may be 
restored, muscular strength increased (72), and the ability to think 
and willingness to expend intellectual energy improved by adminis- 
tration of sex hormones (27). 

The educator, then, is challenged to provide experiences which pro- 
mote the continued intellectual growth into late senescence of those 
individuals who remain physically and mentally capable. 


ADJUSTMENT TO AGING 


Older people have problems of adjustment which are in part de- 
termined by the changes in their social circumstances, including the 
attitudes of others toward them. If the adult educator is aware of 
the nature and range of individual differences of the normal patterns 
of personality age change, the cause of poor adjustment of old people 
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and the characteristics of good adjustment, he can do much to assist 
the aging to prepare for and meet the disturbing pressures of later 
maturity. Recent studies have contributed to our knowledge in this 
area. 

The Chicago attitude-interest inventory (29), devised after care- 
ful study of age trends and personal adjustment from 60 through 
90, has helped to establish the fact that there is a continuity of per- 
sonality from birth to death, and, hence, a certain predictability about 
behavior and adjustment in the later years. While the validity of 
the scale is such that it cannot be used to draw conclusions about in- 
dividual cases, it is useful in defining the characteristics of groups 
of older people who are not senile (61). 

Rorschach studies of two groups of elderly males showed little 
statistical difference in adjustment between those 65 to 70 years of 
age and those 75 to 80. But the responses of both groups differed 
markedly from the standards established for younger people (78). 
This study, and another (56) reveal a marked reduction in the total 
number of responses made, which may be explained ir part by the 
reduced verbal fluency mentioned previously. 

Assessment of personality characteristics by a psychosomatic in- 
ventory showed middle-aged men to have tendencies toward greater 
rigidity in thinking, greater tension, and increased ‘responsiveness 
to emotion-creating stimuli than younger men (25). Other studies 
revealed that at the same time there is a gradual diminution in the 
range of interests (56) and a concentration on vocational advance- 
ment to the exclusion of a broader pattern of activities (77). FEdu- 
cational programs are needed to provide new and stimulating ex- 
periences to counteract this restriction of interests. Fortunately, the 
educator can expect that earlier interests will persist into the later 
years, although they may be expressed on a more constricted basis 
(76, 111, 113). This should not, however, be a limiting factor to cur- 
riculum offerings because the creative abilities of older people and 
potentiality for growth in new fields still persist. 

Causes of poor adjustment of older people are closely associated 
with our social policies (4) and our negative attitudes toward the 
elderly (52). Since the difference between successful old age and 
old age fraught with disappointment and anxiety may be dependent 
upon the discovery and learning of roles that are acceptable to society 
and the individual (60), adult education may well make the prepara- 
tion of the aging for acceptable activities one of its major goals (44). 
Poor adjustment results when there has been no preparation for re- 
tirement, but if the worker is prepared to find satisfactory outlets 
for his drives, he can accept retirement (57). Since interest in re- 
tirement begins in the forties for both men and women (77), there 
is no need to delay introduction of the topic of preparation in edu- 
cational programs until it is too late to bring about maximum results 
for the individual. 

Lack of social contacts, feelings of uselessness (92), loneliness and 
depression (71), progressive physical handicaps (59), and inactiv- 
ity (51), are problems frequently complained about by older people 
(103). Such circumstances as withdrawal from normal living ar- 
rangements t6 residence in old-age homes further aggravate the 
problem of adjustment (96, 118). Yet it has been shown that ade- 
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quate programs of treatment and education can greatly improve the 
adjustment of such people, including those suffering from function- 
al mental disorders (2, 99, 117). 

3ut education for continuous life adjustment must be based upon 
2 knowledge of the factors associated with good adjustment, as well as 
those characteristic of poor adjustment. Basic to a satisfying life 
during later maturity is activity, usefulness, and continued social ex- 
perience. Specific social and personal requirements include associa- 
tion with other people in groups and in individual relationships, emo- 
tional satisfactions gained outside the family or through marriage and 
remarriage, interest and participation in a variety of activities and 
in the future, good health, financial security, religious expression, 
community and civic responsibilities, and good living arrangements 
(1, 22, 62, 80, 105). Happy people appear to be those with active 
minds and challenging interests. For example, work has been shown 
to lead to better personal adjustment than living under similar cir- 
cumstances without doing any work (73). 

There is a dearth of objective studies which would help explain 
the dynamics of the observed changes in personality with age. Re- 
sults of the studies reported are, nevertheless, useful in suggesting 
the type of content needed in educational programs which will bring 
about the maximum adjustment of middle-aged and older adults. 


PROGRAMS FOR PEOPLE 


Reflecting the traditional view of aging, most emphasis thus far 
has been on activity and learning as measures to prevent or postpone 
withdrawal and deterioration (31, 90, 120). The point of view is 
beginning to take hold, however, that persons in middle life have just 
entered the period of maximum, potential usefulness and that, in con- 
sequence, the role of education is to provide the mechanisms and the 
content that will enable them to maximize their contributions (387, 
70, 91). 

The greatest development that has taken place thus far is in com- 
munity courses offered as preparation for the later years. These 
began in Michigan in the spring of 1948 with a 16-week course offered 
by the university extension service (115). In their most advanced 
form, they have taken the nature of action-seminars in which the 
students survey community needs for aging, report their findings to 
the community, and press for action (42). When the idea developed 
in New York, out of recommendations of the Desmond committee 
(100), the State bureau of adult education put on a full-time worker, 
provided matching funds, aided local school systems in developing 
programs, and prepared teaching units on preparation for retirement 
(93). The movement was joined by the University of Illinois (97) 
and by several school systems, as in New Jersey (19) and notably Los 
Angeles and Santa Barbara. There are probably others, but in the 
absence of a central clearinghouse facility, information does not come 
to light. 

The University of Chicago committee on human development con- 
ducted a 9-month adjustment-to-aging seminar, one outcome of which 
was the development of a home study syllabus (83). The university 
also offers courses on adjustment to.aging through its downtown 
center. Year-long college programs for older people have been advo- 
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cated to provide preparation for aging and new skills, and one such 
wr program came into operation during the year, at Cold Spring, 
N. Y. Reviews of some of the programs known to exist have been 
undertaken by Shock (107), the United States Office of Education 
(70), and the welfare council of Metropolitan Chicago (21). 

Some attention has been given to encouraging older people to enroll 
in general courses in adult education in order to broaden their horizons 
and better equip them for citizenship. The New School for Social 
Research in New York (36) and Boston University are examples. 
Public libraries.in Cleveland and Boston have set up special pro- 
grams to encourage general learning by older adults. 

A special phase of education for older people is represented in the 
educational-activity programs finding their way into homes for the 
aged (64). Donahue (39) has shown that there are positive results in 

rsonal adjustment, interest in personal appearance, conversation, 
initiation of activity, and desire for work. 

Still another related phase is found in activity centers and clubs 
organized for or by older persons. While most of these seem to give 

rimary emphasis to recreation, some, as the Hodson Center in New 

ork, are encouraging participation in formal courses, discussion 
groups, art, music, and handicraft training (81). Self-initiated 
groups of older people to promote personal development and con- 
tinuing participation are found in The Fossils in Washington, D. C. 
(62), and the Hyde Park Seniors in Chicago. 

Most of the developments thus far noted have taken place in urban 
centers. There is evidence that the need for continuing education, 
activity, and self-expression is equally great in rural areas (88). 

One of the most flourishing developments is the experimentation 
with preretirement preparation in business and industrial establish- 
ments. Concern over this phase probably derives from the recognition 
that retirement from work without substitute activity is a crisis experi- 
ence from which many may not recover without assistance (63). Hall 
(57) has shown that preparation for retirement may be more impor- 
tant than financial security. Current experiments are varied and few 
have been reported. Boyle (18), Breckinridge (20), and Exton (45) 
have reviewed some developments. Preparation may consist of medi- 
cal examinations, supervisory ratings, and individual counseling (35). 

Individual counseling is another phase of adult education for aging, 
but like the other phases is in the infant stage. Counseling over the 
range of problems of the later years has been offered by the Allen 
Memorial Institute of Psychiatry at McGill University for some 
vears. Monroe (91) has been offering health counseling on a broad 

asis for more than 10 years at the Peter Bent Brigham Hospital. The 
Peabody Home in New York and the Montefiore Home in Cleveland 
Heights are providing general counseling to nonresidents in order to 
enable them to live outside the institutional environment as long as 
possible (79, 122). 

Vocational counseling is developing in response to the effort to 
enable older workers to remain in employment. Some industrial 
establishments combine personal evaluation and counseling for job 
shifts with counseling for retirement (35). Several permanent and 
demonstration vocational counseling projects have been undertaken 
in scattered communities. They have shown that older candidates 
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for employment need confidence bolstering, help in realizing the ex- 
tent of their readiness for work in jobs related to their career _ 
and assistance in finding job opportunities and in breaking down 
employer resistance (119). anaes (5) reported on a counseling 
experiment involving older workers. jt 

The role of education in the rehabilitation of older people is bei 
explored at the Rocky Hill (Conn.) Hospital for Chronic Illness an 
has been reported by Covalt (32). 

Despite some enthusiasm, actual participation of middle-aged and 
older people in adult education programs has thus far been relatively 
weak. This is leading some adult educators and researchers to raise 
questions concerning the effect of social definitions of the role of older 
people and consequent self-concepts regarding learning capacity and 
activities for which education is needed. 

The final point in connection with programs is community educa- 
tion to bring about understanding of the true nature of aging, of the 
interests and desires of older people, recognition of their potentiality 
for significant contribution, and of the effect of the alternative con- 
tinued. assignment of roles of withdrawal and idleness. Responsibility 


for community education to aging has been assigned repeatedly to 
adult education, by the National Conference on Aging (46), the Adult 
Education Association (110), and the Chicago Community Project 
for the Aged (21). Many States and communities have held confer- 
ences on aging. These have often, though by no means always, been 
stimulated by or even involved adult educators. The Florida and 
Michigan conferences and the Desmond committee hearings have be- 


come annual affairs attracting wide interest and resulting in useful 


publications. 
PROFESSIONAL PERSONNEL 


Once it has been established, and it has been, that the later years 
constitute a separate and identifiable period of life, it becomes appar- 
ent that professional and supervisory personnel working with older 
people need specialized knowledge concerning their characteristics 
and problems. Some colleges, universities, and professional schools 
have introduced units or courses on gerontology and geriatrics into 
their curriculums (6). 

There has been more tendency for geriatric information to be inte- 
grated into other courses than for it to be offered separately. A sur- 
vey made in 1948 by a committee of the division of later maturity and 
old age of the American Psychological Association (58) showed that 
out of 52 medical schools reporting, only 9 were offering courses in 
geriatrics ; 28 others offered such instruction as a part of other courses. 
Recently, at the Third Southern Conference on Gerontology, Uni- 
versity of Florida, consideration was given to the place of geriatric 
medicine in a medical school curriculum. It was the consensus that 
specialized courses should not be established, but that more emphasis 
should be put upon the medical problems of the older age group in 
other professional courses. 

A survey made in 1949 by the New York Joint Legislative Commit- 
tee showed the same tendencies in thinking. Only 13 schools out of 
almost 500 reported that they were offering special courses related to 
aging, and many of the respondents indicated that they did not con- 
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template establishing special courses because instruction was already 
being included in regular courses. ’ “0 

A related need is for postgraduate or inservice training for per- 
sonnel already employed who find themselves with growing numbers 
of older persons among their group. It is clearly the task of adult 
education to provide the additional insights and knowledge required. 
Very little experience has found its way into the literature as yet. 
Institutes for community leaders and for recreation workers have 
been described by Randall (102) and Ruskowski (104). Special 
training classes or institutes for operators and managers of old-age 
homes and nursing homes have been conducted by Loyola University 
(Chicago) and by State universities in Illinois, Kansas, Michigan, 
and Minnesota. a tp rf 

A new development is the establishment, within universities, of 
special units for the study of aging. In 1951 the University of Florida 
established an Institute of Gerontology (3), and more recently, the 
Iowa State Board of Education authorized the State university to es- 
tablish an Institute of Gerontology with the purpose of promoting 
research, service, and teaching in relation to the problems of an aging 
population (89). 

REsEaRCH 


This review reveals the need for much research on education in the 
later years.. The earlier sections indicate that fairly intensive work 
has begun on basic physiological and psychological age changes and 
on attitudes of older adults. Nevertheless current identification and 
measurement of specific traits and capacities of people beyond age 
50 represent mere surface scratching and there is almost no informa- 
tion regarding capacity for perception, orientation, and integration 
of material. ' 
There is immediate need for tests to measure a variety of traits, 
with respect to both longitudinal changes with age and vertical dis- 
tributions at different points in the life cycle. Existing knowledge of 
changes in physical and mental capacities must be examined with 
reference to its implications for performance capacity and for educa- 
tional methods and environment (86). 
Motivation is another critical research area. It has frequently been 
suggested that performance on tests and in learning situations may 
be conditioned by motivational factors as much as by the invasion of 
basic, organic processes of aging (26, 41, 86). Lorge (85) has re- 
orted one experiment. More needs to be known of the relationship 
tween activity and creativity and physical and mental health, pre- 

18 ar deterioration and senility, and the role of adult education 
26, 41). 

This line leads to consideration of why older adults are to be “edu- 
cated.” ‘To the present reviewers, it seems that the central problem 
of aging revolves around the question, “What shall be the social roles 
of aging and older persons in modern society?” If older adults are 
to continue as productive members of society, on either a paid or vol- 
untary basis, then older people presumably will seek training directed 
toward their particular requirements (26, 41). If citizenship partici- 
pation is to be encouraged, then older adults will utilize educational 
facilities that enable them to keep abreast of scientific and political 
developments. If practice of creative skills is to become a way of 
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life, then there will be a desire for appropriate training and oppor- 
tunities for practicing them. 

Fundamentally, therefore, research is needed on the roles of older 
adults: What types of activity are suited to the needs, interests, and 
capacities of maturity? What roles does or will society permit or as- 
sign to older people? Particularly, what concepts do aging and older 
veople have of their own proper roles? In our opinion, further in- 
ormation on these questions is as essential to development of educa- 
tion for the older adult as is further light on the capacities and traits 
with which this review begins. 

The researches reviewed show that some, particularly sociologists, 
have been concerned with this area. Studies of needs and adjust- 
ments in retirement are being made. Further opportunity for stud 
is available to adult educators through courses now being offered. 
Most adult courses are open to older persons. In recent years, a good 
many courses have been addressed specifically to those who have 
reached or passed middle age. Generally, enrollments have constituted 
only a minute fraction of the age group beyond 50 years. What are 
the characteristics of those who do participate Why do current offer- 
ings fail to attract the vast majority of mature adults? What are 
the roles of motivation, content, method of presentation, competing 
activities, or even absence of encouragement ? 

Another factor in nonparticipation may be the belief, discussed 
earlier, that older persons are unable to learn. To what extent do 
adult educators share this belief and thus fail to encourage attendance 
by older adults or neglect to make the offerings attractive to them? 
What efforts has adult education made to dispel such belief, generally, 
and to change community attitudes toward aging and toward older 
people and with what results? These, too, are good research topics 
for educators. 

It was suggested earlier that research is needed on changing capac- 
ities, interests, and motivation in relation to teaching methods and 
the learning environment. Instructional programs, courses, and 
group projects now underway afford opportunity to study optimum 
length of class periods, size of instructional units, character of mate- 
rial, optimum size and age range of the group, methods of presenta- 
tion, lighting, acoustics, seating, room temperature, and other aspects 
of the environment. There is virtually no objective information in 
this area. 
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13. RECREATION, LEISURE-TIME ACTIVITIES AND 
ADULT EDUCATION FOR THE AGING* 


{From Proceedings of the 1954 Ohio Conference on Problems of the Aging, held at the 
Ghio State University, March 23-24, under joint mete of the Ohlo State Uni- 
versity and the Ohio Citizens Council for Health and Welfare] 


In THE CoMMUNITY, IN THEIR Own Homes, AND IN INSTITUTIONS 


Chairman: Mrs. Henry A. Stair, Alexandria, president, Council of 
Social Agencies of Columbus and Franklin County. 
~ Resource persons: Dr. Fern Long, supervisor, adult education de- 
partment, Cleveland Public Library; William J. Mungoons, Maumee, 
secretary, the senior citizens group, Toledo YMCA; Miss Dorothy 
Jones, supervisor, city department of recreation, Columbus; Arthur 
Latham, chairman, Golden Age Club, Akron YMCA; Walter J. Fire- 
stone, superintendent, Stark County Home, Canton; Mrs. Clark Pri- 
chett, Columbus, chairman of Crest Clubs, Alum Crest Hospital. 

Although recreation, leisure-time activities and adult education are 
desirable for the well-being of all adults, the great majority of persons 
over 65 are unemployed and, with more leisure time than they have 
ever had before, it is particularly important that this group find con- 
structive ways of passing the time. 

One of America’s foremost psychiatrists has said that recreation is 
an extremely important aid to “growing older gracefully” and that 
people who stay young despite their years do so because of an active 
interest that provides satisfaction through a If mental 
and physical deterioration are to be avoided, new interests and new 
goals must be found. 

Purposeful use of leisure time will enable elderly persons to feel 
that they belong, that they still are a part of the stream of life, that 
they are wanted and that they still have a role to play in life. It will 
offer them a chance for the sociability nearly all of them desire by en- 
abling them to mix with others of their own age group. It will afford 
them friendships and give them a chance to express their personalities 
and to have a sense of security. It will tend to ease their tensions and 
relieve their feelings of insecurity. It can offer them a chance for 
continued service to their communities. 

It is extremely important that any semblance of paternalism or 
charity be avoided in providing any type of recreation, leisure-time 
activities, or adult education programs for the aging. Most of them 
have been reasonably independent and self-supporting for many years 
and they want to continue to feel that way. 

By far the most popular form of organized activity for older people 
in Ohio is that of clubs, popularly referred to as clubs for the golden 
age or senior citizens groups. Scores of these are sponsored by social 


1Source: So That You May Stay Alive as Long as You Live: A Digest of Proceedings 
of the 1954 Ohio Conference on Problems of the Aging, March 23-24, 1954, pp. 23-26. 
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agencies, churches, public recreation departments, etc. Some are self- 
sponsored. Their programs vary senting to the desires of the mem- 
bers and the imagination of their leaders. Their individual member- 
ships range from just a few persons to more than a thousand. Some 
limit membership to women or to men; others have members of both 
sexes. Some are interracial. 

In organizing Golden Age clubs, it matters not who sponsors them 
or where they are or what size the group, just so they function on a 
democratic basis, with leadership and with programs sufficient] 
varied to meet the needs and desires of the members. Clubs in whic 
the members share the responsibility of planning the programs and 
carrying them out afford members great satisfactions. 

The following examples are given to illustrate how two such clubs 
came into existence and how they operate. 

hree years ago a group of social workers in one of Ohio’s larger 
cities became interested in some of the problems of men and women of 
retirement age in their community. They instituted a series of meet- 
ings for discussion of these problems, inviting a number of retired 
persons to participate. The local YMCA offered the use of its audi- 
torium as a meeting place for a senior citizens group and thus the 
project was launched. Cooperation of a local radio station was ob- 
tained in presenting a series of weekly broadcasts to publicize activities 
of the Senior Citizens’ Group and the club began to grow. Interest of 
the members—both men and women—has been sustained. The group 
has stressed democratic self-governing principles in its operations. 
Early in 1954 it had a membership of over 150, Average attendance at 
its weekly meetings from 1:30 to 4:30 every Thursday afternoon is 
approximately 80. 

n another Ohio city a Golden Age Club for men only has been meet- 
ing regularly since its organization in 1949. It meets weekly with an 
average attendance of 101. (It held weekly meetings despite a 6-week 
bus strike on one occasion.) By coincidence, this group also meets at 
its local YMCA and has had the interest of the Y leadership since its 
inception. 

This particular club may be unique in Ohio in that it obtains from 
local industries and business organizations each month their lists of 
persons retired that month. Members include retired representatives 
of all segments of the city’s population. 

Average age of the club members is 73 years. Birthdays have a 

rominent place in the club’s activities. Two big dinner meetings are 
field annually and the club holds a ladies day meeting each October, 
perhaps to aaa that its members are not entirely “girl shy.” This 
club has a piggy bank for contributions from members and obtains 
from $600 to $700 a year from this source. 

Public (tax-supported) recreation departments should serve all the 
people in their communities. They have not only the meuan to 
Panenes See opportunities for the aged, but the responsibility 
of so doing. 

A public recreation department should be in a position to (1) or- 
ganize and give leadership to clubs for older persons in all areas of the 
city, utilizing other facilities as well as its own; (2) provide a staff 
member to direct special recreational activities for older persons; 
(3) take leadership in enlisting the interest and support of public and 
private organizations in leisure-time programs for older citizens; (4) 
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conduct training institutes for volunteer leaders of such activities; (5) 
provide advisory informational and promotional services for groups 
of older persons. 

Communities should provide suitable places where their elderly citi- 
zens can feel free to drop in to spend a little while or several 
and these should be open several bee a week. Such a place may be a 


park with benches, a library, a shuffleboard court, or a community 

center for older people. 
Public libraries in a number of Ohio cities have taken leadership in 
developing special programs for older ee 
od ubl 


ns, particularly in the 
field o It education. The Cleveland ic maen pape in 
this type of community service. It has an informal adult education 
program for peers over 60. with an average attendance of 180 per- 
sons per week. Films and lectures are featured, the older persons 
themselves having a vital part in planning the programs. Small 
roups also are organized on the basis of the special interests of mem- 
Se eae current affairs, book reviews, experience exchange, etc. 

In Cleveland, also, there has been a successful experiment with pro- 
viding camping opportunities for elderly persons. Sixty persons per 
week enjoyed camping together for a trial period in 1953, the oldest 
on es being 90. More persons applied for admission than could be 

andled. 

Hobby shows limited to entries by older persons are another form 
of activity which have attracted the interest of a large number of 
“senior citizens” and their relatives and friends in several Ohio cities. 
One of the challenges which is being explored is that of providing a 
sales outlet for the aged hobbyist and these who are adept at crafts 
—_ so that they at least will be able to earn pin money by their own 
elforts. 

Providing avenues for the constructive use of leisure time by older 
persons who are able to go out into the community is not nearly the 
ae as is providing such ones for the aged who are 

omebound because of chronic illness or the infirmities of old age. 
Yet, in many ways the latter group needs year-round planned activi- 
ties even more than the former and larger group. 

Wholehearted cooperation of superintendents of institutions for 
the aged and operators of nursing homes is necessary for the success 
of any such program; in fact, such persons can go a long way in simu- 
lating excellent programs for their ailing residents. It is the interest 
of the public, however, of individuals and groups in the local com- 
munity, which in the long run will determine the quality and quantity 
of these extra curricular programs for the well-being of the afflicted 
aged. 
In only a few Ohio communities, notably in Dayton, are the services 
of the able-bodied senior citizens utilized in providing programs of 
leisure-time activities for the homebound aged, yet in every community 
there are persons of retirement age whose talents and abilities might 
be so used for their own advantage also. Retired teachers, librarians, 
county and home demonstration agents and ministers especially have 
valnable knowledgs and skills to offer. 

Only a small percent of the commercial homes for the aged and 
only a limited number of the county homes can afford the services of 
occupational therapists out of their current budgets, although such 
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services are invaluable in the overall program of meeting the leisure- 
time needs of their residents. A question which remains unanswered 
is: “How can such specialized services, of such admitted value to these 
elderly persons, be financed ; should it be from tax funds or from vol- 
untary giving?” 

County home superintendents most alert to finding ways of keeping 
up the morale of their residents will keep uppermost in their minds 
the individual needs of their people. This means trying to find vari- 
ous jobs and regular chores around the place most suitable to partic- 
ular individuals, so that they may have a feeling of responsibility and 
pride in their work. 

Superintendents as a whole point out, however, that the county home 
is the victim of much social stigma—that in the minds of many citi- 
zens it is “the county poor house.” They point out that most county 
home residents are there simply because they are virtually penniless 
and have no other place to go. They also state that improvement of 
physical plant facilities and adequacy of personnel for this type of 
welfare institution has not kept pace with other types in recent years 
because of lack of citizen interest. 

As an example of what volunteer groups of citizens can do to 
brighten the lives of aged residents of county homes and hospitals 
throughout Ohio, the work of the women’s committee and the Crest 
clubs of Franklin County’s Alum Crest Hospital near Columbus is 
cited. It has found that one of the most valuable functions of such 
auxiliary groups is to serve as a channel of information and interpre- 
tation between the institution and the community. 

Desiring to do something more than the time-worn giving of a 
Christmas party for the institution residents, the women’s committee 
accepted the suggestion of the hospital’s medical director that it pro- 
mote community interest in an active and well-planned program in the 
area of care and rehabilitation of the aged and chronically ill residents 
of Alum Crest Hospital. This objective the committee and the Crests 
are attempting to do by interpreting the hospital’s problems to the 
public, by volunteer services to the staff and patients, and by fund 
raising for various projects. 

Alum Crest Hospital is fortunate in having an occupational therapist 
and it is in this phase of work that the Crest clubs have been able to 
render the most service, for it is in such a department that many volun- 
teers are needed. By the organization of Crests—which are groups of 
10 or more women who are interested primarily in giving actual service 
to the patients, the committee has attempted to provide a steady 
staff of volunteer workers. 

One Crest of 60 paid members has “adopted” the hospital’s third 
floor chronically ill and aged men. It plans to have volunteers at the 
hospital 1 day each week to wash and cut the hair of the patients, sew 
for them, visit and try to bring new interests and encouragement to 
the resident-patients. 

Another Crest of 25 members will set up a beauty shop on the 
ground floor of the hospital and furnish regular operators, visit with 
the patients, write letters for them, and do their sewing. 

Volunteer workers sponsor a Christmas gift shop at the hospital 
where for a period of about 2 weeks the patients have an opportunity 
to select personally from the all new merchandise a gift for a mem- 
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ber of their family, a nurse, or hospital staff member, or another 
patient. 

Some private and public homes for the aged have been successful 
in leisure-time programs under which individuals or groups—in some 
cases young people—have “adopted” individual residents or groups 
of residents for purposes of bringing them gifts on Christmas, their 
birthdays, and other special occasions, and in other ways showing them 
the personal attention which every human desires. 

It is desirable to have residents of homes and institutions for the 
aged percpete in community groups and affairs to the fullest extent 
possible. Toward this end, groups in some cities have furnished volun- 


teers to take some of the residents on shopping tours, on automobile 
rides, and to pen events. The happiness which the elderly residents 


have derived from such activities can well be imagined. 


85551—_57——_8 





14. THE CALIFORNIA STORY * 


(By Louis Kuplan, executive secretary, interdepartmental coordinat- 
ing committee, State of California) 


An experiment in applied democracy bids fair, within a relatively 
short time, to make California a place where its elder citizens may 
spend their later years in dignity, self-respect, and usefulness to them- 
selves and society. We are demonstrating that it is possible to de- 
velop programs to meet the needs of our senior citizens through 
intensive citizen participation, and whole-hearted cooperation between 
public and voluntary agencies. 

Our efforts are quite recent, with few exceptions. In the fall of 
1951 the Governor of California called a statewide conference on the 
problems of aging. More than 2,500 people responded from every 
section of the State. In this large, enthusiastic group were repre- 
sentatives of every profession, labor, management, fraternal organi- 
zations, woman’s clubs and older citizens themselves. From their 
deliberations came more than 100 recommendations. 


THE COMMUNITY TAKEOVER 


The citizens who participated in the conference went home de- 
termined to inspire their communities to action. There were scores 
of public meetings at which were offered detailed reports of the 
conference. These reports were most effective in stimulating the 
establishment of local committees. The goals of these committees 
were two: to study the problem of the aging in their communities; 
and to develop programs to meet the needs. There have been estab- 
lished more than 50 California communities with such committees. 
In virtually every instance the membership includes leading business- 
men, labor leaders, professional persons, representatives of public 
and welfare agencies, government officials, educators, religious lead- 
ers, club women, members of fraternal and service clubs, and retired 
oldsters. They are in every sense cross sections of these communities. 

Not only the communities are interested, but also a large variety 
of professional societies. Such groups as the California Recreation 
Association, the California Adult Education Administrator’s As- 
sociation, the California Medical Society, the California Teachers 
Association and the California Conference of Social Work have given 


considerable time to discussions of aging as it relates to their spheres 
of competence. 


THE PUBLIC MEETING 


Only a few examples of local activity can be cited here, but they 
are typical. In most instances local activity was initiated throu rh a 
1-day public meeting on aging geared to the local situation. Assist- 


1 Retirement Life, No. 120 (December 1954), pp. 9-11. 
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ance in planning these meetings was given by the State’s committee 
on aging. An excellent example was one held at Paradise, Calif., 
earlier this year. Paradise is a small community consisting almost 
overwhelmingly of retired persons. While there were individual 
clubs formed by older persons, there had never been a coordinated 
approach toward meeting the needs of the entire group. This 1-day 
meeting provided an opportunity for more than 200 retired persons 
to meet with specialists in various fields and to discuss with them some 
of their needs and how to meet them. The major areas explored were: 
the economic problems of retirement; using leisure to better advant- 
age; health, education, and community relationship. Out of this 
meeting came the recommendation for setting up a permanent com- 
munity committee on aging. More than 90 people volunteered to 
serve. 

In the field of education the program is a two-fold one, aimed at 
informing the general public about the problems of aging, and pro- 
viding educational opportunities for the aging themselves. Education 
of the public is carried on through the press and radio and television 
programs. An outstanding success has been the television program 
offered in San Diego. For some 2 years this program has provided 
discussions on all aspects of aging. It has served to direct the atten- 
tion of older persons to the various programs the community has 
developed for them. Local newspapers have shown great understand- 
ing of the serious nature of the problems of aging. Their editors 
have given considerable space to special articles, to editorials, and to 
publicizing the activities of local groups. 


LATER-YEAR EDUCATION 


The schools of California are doing a magnificent job in providing 
educational opportunities for older persons. Some 400 school dis- 
tricts have adult education programs which are used by a large num- 
ber of people over 50 years of age. These programs include formal 
elasswork for diplomas, discussions: of world affairs, cultural sub- 
jects, music, drama, and a vast array of craft work. In addition, 25 
school districts offer courses designed to assist the older person in 
adjusting to retirement and to understand himself in relation to the 
aging process. 

Many schools are offering a lecture series on the prceb'ems of 
aging. Typical isthe one in Sacramento. The program was planned 
on a long-range basis ex‘ending over a period of several semesters 
under the joint sponsorship of the Sacramento Committee on Aging, 
and the Sacramento School Department, with the guidance of the 
State’s interdepartmental coordinating committee on aging. 


RECREATION 


In the matter of leisure-time activities the communities of Cali- 
fornia have much to offer. Our recreational facilities are being 
developed rapidly. Durirg the past year 75 communities had public 
recreation programs designed to meet the needs of older persons. 
The programs provide social affairs, games, craft work, poetry and 
book discussions, dramatics, music, and outings to parks, zoos, mu- 
seums, and other places of interest. And speaking of music, a most 
interesting ineident occurred in San Diego. There a music group of 
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persons over 50 decided they would like to put on an opera: And 
of all operas, they selected one of the most difficult ones—Aida. They 
realized that their voices were far from being of professional caliber, 
nor did they have much experience in such matters. But produce the 
opera they did. After it was all over they admitted all their short- 
comings, but they said, “We had a lot of fun doing it.” Alongside 
of the public recreation programs are the centers for older persons 
which are operated in different ways. In San Francisco, the senior 
center is a joint undertaking of voluntary and governmental agencies. 
Some 30 miles south of San Francisco is the small city of Menlo Park. 
There a group of women, known as the Peninsula Volunteers, estab- 
lished Little House, a center for older persons. Little House has 
developed at such a rate as to outgrow two buildings. Last March, 
the third Little House was dedicated. The Peninsula Volunteers 
raised $80,000 to pay for the building and its equipment. Although 
this was a voluntary undertaking, the city of Menlo Park donated 
the land upon which Little House was built. Another example of 
splendid cooperation. This spirit of cooperation extended to the 
merchants of the city who gave gifts of valuable equipment for the 
woodworking and ceramics shops. 


DEMOCRACY IN ACTION 


These and many more services and opportunities are offered to our 
senior citizens. There are physical and mental health programs for 
them, as well as employment opportunities and numerous community 
services. However, we are not involved in a one-way traffic. We 


firmly believe that the senior citizen has a role to play in his commu- 
nity—that he must remain an integral and contributing member of 
that community. We believe that our communities can remain healthy 
and functioning only so long as every citizen does his part. To that 
end, we are encouraging our older persons to contribute to society 
as well as to receive from it. We are coming to realize that many 
needed community services are not being offered because of the lack 
of volunteer workers. We now see retired persons as providing an 
immense reservoir of potential volunteers. It would be impossible to 
relate here all such services. However, here are just a few. The 
Red Cross, civilian defense, visiting the bedridden, entertaining ‘pa- 
tients in hospitals and ‘institutions, teaching the young their:s iis 
The retired can also be useful in making needed surveys. In one of 
our communities, the tuberculosis association needed data about the 
local population which could be obtained only by a door-to-door sur- 
vey. Hiring professionals to do the job was beyond the means of 
the organization. The solution was found by using retired persons 
to make the necessary contacts. They did so willingly and efficiently. 
They were only too happy to be of use to the community. 

The foregoing is merely indicative of the great ferment which is 
to be found in California. “With it goes a tremendous enthusiasm and 
hopefulness that we can find the solutions to many of the problems 
which beset our older citizens. The outlook is all the more cheerful 
because of the cooperation of people and organizations and because 
of the complete understanding that public and private agencies can 
work together to meet the challenge of common problems. We are 
being successful because we look upon democracy as a working prin- 
ciple in human relations. > 





15. COMMUNITY PROGRAMS FOR THE AGING * 


(By Albert J. Abrams, director, New York State Joint Legislative 
Committee on Problems of the Aging) 


Our “market” consists of over 5 million people in the State of New 
York. Of these, approximately 1,650,000 are 65 years of age or more; 
over 3,500,000 are 45 to 64. 

It.is a fast-growing market. Persons 45 to 64 in the State of New 
York increased, between 1940 and 1950, 16.2 percent; in the same time, 
the 65-plus soared 39.3 percent. 

It is predominantly a female market. We might amend the proverb 
to read: The good and males die young. Women outnumber men in 
the 65-plus group by a 7 to 5 ratio, and women outnumber men in the 
45-plus bracket by 10 percent. 

It is a geographically dispersed market. Our market area stretches 
600 miles from Lake lero to the tip of Long Island, and from the 
snow-clad woodlands of the Adirondacks to the level flats of the 
southern tier.. You will find about 45 percent of our old folks live in 
New: York City; another 18 percent reside in 5 upstate metropolitan 
districts; the remaining 37 percent are spread throughout the State 
in quiet villages, pastoral towns, bustling cities of varying sizes. You 


will find —s numbers of aging in every part of the State, in 
all types of communities. Exceptions: a few new suburban com- 
munities epelnes almost exclusively by young married couples, 


You'll find large numbers of retirees in the high-cost yacht-club belt 

of Long Island; you'll find large numbers of retirees in the low-to- 

moderate-cost villages of the Adirondacks, You'll find a high pro- 

portion of aged: in cities that have lost their initiative and whose 

youngsters leave high school for communities of larger opportunities. 
It is a market whose distribution system is largely untried. Our 

distribution system may be considered fo-require us to reach into the 

following : 

Counties, excluding those in New York City 

Cities and villages having 10,000 population or more 

Other incorporated places with léss than 2,500 to 9,999 

Other incorporated places, with less than 2,500 population 

School districts 


Apart from use of a score of councils of social agencies and chests, 
a like number of local units of the State tuberculosis and public health 
association, of the State charities aid, and perhaps 50 adult-education 
bureaus, about 150 Golden Age clubs and aay centers, we have not in 


2 Source: New Channels for the Golden Years, Report of the New York State Joint 
fag ieta tls gy Come ta i P Problems. of» the Aging, 1956. (legislative document No. 38), 
pp. ° 
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this State utilized to any mentionable degree other pipelines into our 
communities. The churches, the Grange, the Home Bureau and Ex- 
tension Service, civic and fraternal groups have rarely been utilized ; 
the food stores and public-utility companies which reach into virtu- 
ally every community of the State have not been used at all. How- 
ever, we doubt that the ubiquitous gas station can pump much life 
into the old-age programs. 

It isa market of giant contrasts. Here in this market are the 
and the richest among us. In this market you will find those with 
the poorest formal education among us and those whose culture, devel- 
oped over the a years, is truly astounding. Here you will find 
men and women whom age and experience have made wise and others 
upon whom age and experience have left little imprint. 

It is a market of diverse needs, No neat package of services ly 
beribboned and offered with best wishes will meet the needs of this 
market. For we are dealing with individuals with individual ex- 
periences and needs, the differentiation intensified perhaps by the 
passing years. These senior citizens have varying individual re- 
sources, varying degrees of:dependency, flexibility, motivation. 


AND IN THE BEGINNNING 


There were aged in New York before there was a New York State. 
And the aged were a source of concern before our State was organized. 
Religious groups cared for the indigent aged and the infirm aged, 
and families looked after their own. Gradually this function was 


transferred to local governments. Poorhouses were local public re- 
sponsibilities. Private charities provided additional support. Then 
private pension systems were initiated in this State in the 1880’s, and 
spread to puble employees, generally, early in this century. | 

The depression of the 1930’s plummeted the State into setting up an 
old-age-assistance system in:cooperation with the localities who found 
they could not bear the burden alone. Then the Federal Government 
came to the rescue with the Social Security Act, that provided Federal 
aid for old-age assistance and an old-age-insurance system. Gener- 
ally, throughout our State, private agencies were concerned primarily 
with institutions for the aged. 

One or two farsighted private agencies or groups, such as the Com- 
munity Service Society of New York, and what is now the Welfare 
and Health Council of New York, plus some of the Jewish welfare 
agencies, did realize early in the 1930’s that the need existed for com- 
munity planning for the aging, and they set up pioneering projects 
and communities. But, throughout the State, darkness existed in 
this field of human relations. Emphasis in the 1930’s was upon tak- 
ing the older persons out of the labor market, trying to provide jobs 
for‘men who-were:heads:of families containing children. The legis- 
lature set up a committee on discrimination against the middle neal 

During this time, however, private agencies were beginning to 
accumulate background in casework with the aged, in counseli 
the aged, and a few social workers and doctors, true pioneers, were 
ene to interest the bigger communities to take a “big view” 
of the problems of the aging. World War IT gave impetus to private 
rr systems; developed an appreciation of what older workers 
co O. 
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With the establishment of the joint legislative committee on prob- 
lems of the aging, in 1947, there developed the first real statewide 
impetus to local oh ahaa for the aging. This was not necessarily 
cause and effect, although the legislative committee deliberately set 
out to encourage such development. Within a year after the creation 
of the Desmond committee, many State and local groups set up com- 
mittees on aging. The New York State Medical Society set up a 
study committee on geriatrics. In Syracuse, Schenectady, Rochester, 
and Buffalo, councils of social agencies began an earnest study of 
the needs of the aging. Many cities initiated recreational programs 
for the aging. These included Albany, Auburn, Buffalo, Fulton, 
Glens Falls, Herkimer, Ithaca, weg Lyons, Mount Vernon, 
New York City, Oneonto, Ossining, Schenectady, Syracuse, Troy, 
and White Plains. With few exceptions these clubs were organized 
by private agencies. The Desmond committee’s first report urged 
that a USO be set up for old folks in every community, that housin 
be set aside for the aged in every public-housing project, and present 
the first set of comprehensive materials available from italia iy iene, 
health, housing, agriculture, social welfare, labor, and other State 
agencies. Dr. R. 5. Pulling, of the State adult education bureau, 
presented to the committee an outline of a program that could be 
undertaken by the schools, and this was subsequently put into opera- 
tion on the State level by him. The Rochester Industrial Manage- 
ment Council made the first communitywide study of employment of 
the elderly. 


Other pressures were developing to spur community planning. 


The continued need for the elderly in defense plente, a prosperous 
a 


postwar economy which could finance new social projects, the emer- 
mce of social security as a real factor in keeping aged out of count 
omes for the ase and private homes for the aged, the scarcity of 
housing for aged who wanted to live alone—all these factors encour- 
da broad view of the needs of the in our communities. 
“eT his pare started a “bull market” in gerontology. Miss Ollie 
Randall reported that in contrast with the 1920’s and 1930's, and 
even early 1940’s, discussion of the aging was currently fashionable 
on almost every agenda, whether it be in social work, legislation, medi- 
cine, research, business, or the family. The work of the Home for 
Aged and Infirm Hebrews, in providing new types of services, electri- 
fied the field. The home medical-care program for cancer patients 
at Montefiore, nonresident aid by Peabody Home in New York City 
new advances in noninstitutional care of elderly in boarding and 
family homes by the Jewish Community Service of Queens-Nassau, 
the work of the Protestant Welfare Service and Central Bureau for 
Jewish Aged indicated a specialized approach helped the aged. 
The New York City Welfare Council’s first hobby show, in. 1947, 
dramatized the abilities of old age. The Gerontological Society held 
its first open meeting in New York City in 1948, spurring interest 
among various professional groups. State agencies, encouraged b 
the Desmond committee, began to expand their services to the 
In 1949, community planning for the aging really got off the floor. 
A statewide survey by the Desmond committee showed “local activity 
in the field of the aging is beginning to boom.” The committee re- 
ported, “Our committee has attempted to stimulate this development, 
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provide a source of information for the local agencies, and channel 
their efforts into the most productive avenues.” 

Rochester and New York City attacked problems of aging on a 
communitywide basis. The Rochester Council of Social Agencies ap- 
pointed a community consultant on the aged, and a variety of pro- 
grams and surveys were initiated. Syracuse was just beginning under 
the auspices of the Cueracagn Health Association to set up a com- 
mittee on aging, and Buffalo set up a similar group under council 
auspices, but it was still largely geared to institutionalized elderly. 
The Forty-Plus Club of western New York was obtaining important 
support. Councils of social agencies in Westchester began to organize 
committees on aging, and “senior canteens” were set up there mainly 
with the support of the Junior League and National Council of Jew- 
ish Women. Jamestown’s recreation commission was among the first 
upstate to set up a Golden Age Club under public auspices. New 
York City’s mayor’s committee on the aged was organized in 1949. 

The 1950-54 period was marked by a growth in community inter- 
est in the aging. The State made an intensive survey of nursin 
homes and brought them under control. The State officially announe 
adoption of the set-aside policy of apartments for aged in public- 
housing projects. The President’s Conference on Aging spurred ac- 
tivity in New York State: Every mayor in the State was contacted 
by the Desmond committee and urged to adopt local programs. This 
was a period of maturation and expansion. 


PRESENT STATUS 


Today we enter a new period of expansion. The State has set up 
an interdepartmental committee on the aging, and an aid of the Gover- 
nor has been given responsibility for coordinating work in this field. 
A Governor’s conference on the aging has been called, and a citizens’ 
committee appointed. We enter this period with over 100 Golden 
Age Clubs in the State, and about 30 day centers, most of which are 
in New York City and financed and guided largely by the New York 
City Welfare Department. Books and data, opinions, and experi- 
mental data are being published in this field in torrential amounts. 

We are in a position during the 1955-60 period to make magnificent 

strides ahead in the volume and diversity and quality of services to 
the aged. The ropa imenepren of community programs is being im- 
proved. Homemaker services, part-time employment programs, 
nursing homes as part of general hospitals, local centers for the seniles, 
retirement cottages, hospitals for the chronically ill, community re- 
habiliation programs, retraining programs for aging job seekers, all 
these will call for financial support and community support far greater 
than heretofore needed. But the heartening fact is that New York 
State localities are on the verge of their greatest advance in meeting 
the needs of the aging. 
_ sA favorable climate of opinion is established. Personnel and fi- 
nances are not insuperable obstacles. The path of progress is fairly 
easily discernible. -But we lack in the State a central source of leader- 
ship-for community programs. At present: r ' 


The joint legislative committee provides some of this leadership. 
_— State education department provides some of this leader- 
ship. 
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The councils of social agencies of the State provide some of 
this leadership. rit 

The State extension service and State charities aid association 
provide some of this leadership. 


But none provides a full-time year-round program of consultation 
and service specially geared to this program or capable of doing the 
whole statewide job that needs to be done. Other resources of leader- 
ship are available, as, for example, the State university. An inde- 
pendent citizens’ committee could be set up to provide this leadership. 
A greatly expanded office under the Governor’s assistance could pro- 
vide this leadership. 

The State association of councils of social agencies or State uni- 
verity might, through foundation or other support, obtain funds for 
a community organization expert to: 


1. Provide guidance to communities which want to establish 
programs for the aging. 

2. Stimulate varying types of communities to establish pro- 
grams for the aging. 

3. Develop the survey forms and procedures to help commu- 
nities determine the needs of their own aged. 

4. Establish a central library of materials that will be of help 
to localities wishing to embark or expand programs of the aging. 


There is urgent need for such services, and for such service to be set 
up on a stable, permanent basis. 


OxssEctTIvEs or ComMMUNITY PRoGRAMS 


The individual projects and services provided for the aging are on! 
techniques for attaining the objectives of community programs. We 
scarcely need mention something so obvious, except we note a tendency 
in some communities to think of the projects and services as objectives 


or — 
here must be philosophy underlying our community programs or 
Sey degenerate into isolated Pes established in vacuo. 
Ea 


ch community need seek its own objectives, establish its own 
values in this field. We need here, however, to emphasize that among 
the basic objectives to be considered by all communities are: 


1. Providing equality of opportunity for the aging. 

2. Restoring the status of the aging. 

3. Preventing indigency in later life. 

4. Assuring a proper allocation of the community’s time and 
resources and funds to the aging. 

5. Promoting the usefulness, creativity, participation of the 
aging. 

6. Breaking down stereotypes about the aged, prejudices which 
impede attainment of the above five objectives. 


CRITERIA FOR JupGiIne Loca Programs 


How does one judge community programs for the aging? No one 
really knows; most such programs have but 5 years behind them. We 
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can, however, rationalize on the basis of what we have seen—so far. 
Certainly among the criteria must be: 


1. Extent to which the program reaches the aging 

Not all aging need to be reached with all services, but program that 
reaches only 5 percent of the aging who need such service has its 
limitations. 


2. Diversity of services 
A community program that stops at a recreation center is obviously 


not a community program under our definition. A community pro- 
gram must embrace a variety of services. 
3. Priority of services 

Are services being rendered according to priority of need in the com- 
munity or is the community going off to provide something dramatic, 


easy to do, avoiding the difficult services which may be more urgently 
needed by the aging? 
4. Quality of the services 

Difficult to evaluate, nonetheless this type of evaluation is urgently 
needed today. Is the service professionally staffed? Or if not, is the 
staffing by people who know the objectives of their programs, who are 
willing to subordinate themselves in the interest of the programs, who 
are willing to learn the basic elements of skills involved in such pro- 
grams? Isa periodic audit of the effectiveness of the program provid- 
ed for? These questions are the type that must be asked. 
5. Financial stability of the program 

Is the program on a sound financial footing or is the program operat- 
ing under a constant cloud of fear that it will not be able to operate 
tomorrow, next month, next year? Is the program centrally financed 
through chest or similar auspices? Does the community help sup- 
port the program through public funds? 


6. Involvement of commumity leaders 

Is the program democratically planned and supervised so that all 
the key groups of the community feel they are represented and given 
a useful role? Are the opinion leaders and action leaders of the com- 
munity involved in the planning or services? 
7. Integration of public and private services 

Is there cooperation between public and private agencies in the 
planning of the program? Is there an integration of public and 
private efforts so that each knows the responsibiilty each has, and 
permits no “blank spaces,” and does not overlap, nor shift respon- 
sibility ? 
&. Acceptance of the program 

Is the program endorsed by the elderly? Is it supported and under- 
stood by the community ? 

By criteria such as these we may be helped in evaluating community 
programs for the aging. Are the goals clear? Is the community 
aware of the larger objectives of the program? 
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Princripces or ComMUNTTY ORGANIZATION FOR THE AGING 


No one blueprint of community organization will fit every type of 
community. Even within a single State, the traditions As commu- 
nities vary, their resources in terms of experienced professional work- 
ers or lay Jeaders skilled in cooperative community enterprises vary, 
their interest in the aging runs from zero upward. 

However, for each community we can establish a basic set of prin- 
ciples of community organization for the aging to which any blue- 
print, any plan, or any program of services, should adhere. These are 
evolved from the successes and failures we have seen in community 
organization, and from our familiarity with the programs both here 
and in other States. 

I. The initial stimulation for a community program for the aging 
should come from an individual or group Sieedin confidence of the 
community, or able to obtain it. 

A. We have observed that in communities where the initial stimula- 
tion stemmed from irregular sources initiation of community pro- 
grams was delayed, hampered, and tended to lack continuity or bal- 
ance, 

B. Community programs can best be initiated by councils of social 
agencies, Community Chests, agencies within such group, established 
civic, fraternal groups, or local governments. 

- I. The interests, pressures, resources of a community must be 
meeaee in the initial stages of planning a community program for 

e aged. 

A. Identification of the power sources of a community as well as the 
overt opinion-makers and action-leaders is an early obligation, for 
these must be brought to see the need for a community program and 
their support obtained. 

e have observed that councils of social agencies, homes for the 
aged and other groups in this field are often lacking in representa- 
tion from (a) labor groups, and (6) top management meaning corpor- 
ate presidents and vice presidents as distinguished from staff aids 
such as personnel managers, industrial physicians, public relations 
people, and so forth. Both these important elements in our commu- 
nities should be represented in the initial planning and in any later 
supervision. 

III. A thoroughgoing evaluation of the needs of the aging is one 
of the first steps that should be undertaken. 

The survey must be viewed as being a social instrument apart 
from its being a factual probe. The survey must be designed to elicit. 
eooperation from key groups in the community as well as facts. 

Bb. The survey shen ee used to obtain the involvement of as many 
agencies and key individuals as possible, for this involvement may 
prove in the long run more important than the survey itself. 

C. The survey should be used while it is being made and after it is 
completed as a source for repetitive interpretation of the needs of the 
aging to the community. 

IV. Since receptivity and support of a community program for 
the aging will be contingent in large measure.upon changing commu- 
nity, family, and personal attitudes toward the aging, it is crucial that 
alteration of such attitudes be recognized as an important basic ob- 
jective of a community program for the aging, and that stress be given 
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early to breaking down of stereotypes and developing of a favorable 
climate of opinion. et 

A. Community pane in an effort to meet specific isolated needs 
of the aging frequently overlook that among basic needs of the aging 
is status bei ego support. By enabling them to be useful, by utilizing 
their wisdom and skills, by recognizing their arts, by acknowledging 
their achievements, the community can work toward this goal. 

B. Use of modern techniques, such as roleplaying, use of dramatic 
scripts now available, involving key people into making their own 
studies within their own plants, organizations, families, and so forth, 
a good start can be made in the effort to break down stereotypes. 

C. In every community, all media for communication of ideas, press, 
radio, TV, need to be involved early in interpreting the goals of the 
survey, the objectives of the community program, the needs of the 
aging and in mobilizing support for any forthcoming program or 
projects. 

V. The development of any community program necessarily in- 
volves many community relations problems which should be recog- 
nized early, and steps should be taken to avert them. 

A. The group ought certainly to give representation to the elderl 
themselves. Many communities overlook using retired business lead- 
ers who have time, energy, and judgment. 

B. Common sources of difficulties in early stages include resent- 
ment of outsiders being brought in to tell the community what to do; 
although experts can be brought in and accepted; resentment against 
more spending; hostile, anti-do-good feelings; dangers of use of the 
program for political purposes; defensive attitudes of officials who 
sometimes feel an old-age program is a reflection on their local welfare 
department ; intergroup jealousies about who is to have leadership role 
in the program. 

VI. It is less important whether the community program be led 
by public agencies or private agencies than that both public and 
private agencies cooperate in the program. 

A. Frequently, public agencies will stimulate private groups to take 
leadership in community programs for the aging, but backstop the 
private agencies by lending staff, know-how, arranging for financial 
or nonfinancial aid. 

B. The full cooperation of local public agencies is enormously help- 
ful at all stages, from the surveys to the services. In some communities 
it may be deemed advisable for such cooperation not to be given too 
much — lest private agencies feel the public groups are hog- 
ging the show. 

C. No one pattern should be blueprinted for our communities; 
rather it might be advisable to illustrate several different patterns 
which could be adapted to the needs of the varying communities. 

1. Permanent committee on aging of council of social agencies. 

2. Mayor’s committee on aging. 

3. Mayor’s interdepartmental committee on aging. 

4. Committee on aging of State tuberculosis and public health as- 
sociation. 

5. Independent citywide committee on aging. 

6. Citywide committee on aging sponsored by civic or fraternal 
group. 

7. Various variations of the above. 
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VII. Mayor’s committee may be suited more for the smaller com- 
munities lacking a council or chest group, but needs to be given per- 
manency, with members having long terms, overlapping terms, and 
continuity assured by ordinance; otherwise such group can be too 
ery become politically motivated, or used as window dressing 

eity hail. 

*VTiL. There is less need to be concerned with overstructured organ- 
ization ‘in this field than in some others, because there is need for in- 
volvement of as many people as possible. The problems of the aging 
cut across the problems of human beings in general and therefore re- 
quire numerous types of specialists, special interest, special services. 

A. The Westchester survey which was particularly effective was 
done through six committees enaliing various phases: Services under 
religious auspices, leisure time and adult education activities, coun- 
seling, housing, health, income maintenance. The committees totaled 
80 members. 

B. The Schenectady survey, also a well done project, contained 
a steering committee, and committees on counseling, intergenerational 
problems, review of health services for older people, mental health 
services, recreation and informal education, needs and interests of 
older people, religious organizations, and ideal organization of health 
services, with a total of about 75 members. 

C. While there are differences between initiating a program, survey- 
ing needs, and carrying out a program, nonetheless experience indi- 
cates that with a good steering or executive committee, composed of 
chairmen of the various subcommittees, there need be little fear of too 
large a structure for any of these functions. 

IX. There is need for a focal point of service or referral in each 
community. 

A. Because older people are unaware of the multitude of diverse 
services available to them, because even if they do know the services 
are available many do not know where to obtain them, there is a need 
for providing the integration that a single referral center can provide. 
Where golden age clubs or day centers are effective groups, referral, 
counseling, room registration, employment help, and so forth, might 
well be integrated into these agencies. 


Frvancinc Communtiry Procrams 


Community programs for the aging are currently being financed 
in New York State in the following ways: 

1. Community chest. 

2. State aid to adult education courses for the aging. 

3. Municipal provision of facilities, staff, equipment. 

4, Foundations. 

5. Civic, fraternal, or religious groups. 

6. Combination of two or more of above. 

Since few communities in the State have communitywide programs 
for the aged in the sense of comprehensiveness, the pattern of financ- 
ing tends to be fragmentized also. The jnnior league may back a 
golden age club, while the local women’s club supports a book-on-wheels 
service to the bedbound, and a religious group finance a directory of 
local services for the aging, and the Rotary provides a camping service 
for oldsters. 
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In Albany, the day center is a chest agency, with the city provi 
the housin hes the aera In al having cnuuaaie of send 
agencies, the old-age program is financed generally through the coun- 
cil, or by special solicitation of funds. Chest entry into financing 
specific projects for the aging is fairly recent. 

There are no State funds available now for (2) planning a com- 
munity program for the aging, or (>) for a 


, — a local 
communitywide pro . However, there are various State grants 
available for soalited projects (sheltered workshops, cardiac centers, 
cancer clinics, etc.) which have important bearing on welfare of the 
State. 

The State is stopped by the constitution from giving funds or 
lending its credit to any private agency. This does not mean the 
State cannot purchase services from private agencies (i. e., pay for 
care of mentally ill in a private institution or foster eh But 
it does mean that any State grant must apparently be for services 
rendered. 

The development of local for community programs for the 
aging should be encouraged by the State. The State now provides 
State aid for planning certain local public works. How much more 
important is planning for human works! 

Ve recommended : 

1. Legislation be adopted to provide for State aid on a matching 
basis, for preparation of communitywide plan for program for the 
aged, such program to be comprehensive in nature. 

A. Such State aid shall be granted by the State to municipalities 
or councils of social agencies or other private agencies presenting 
evidence of competence to undertake such work and meeting other 
standards. 

2. The State constitution be amended to enable the State and munic- 
ipalities to give grants and lend their credit to nonprofit agencies 
engaged in welfare work. 

A. In Canada, for example, the provincial governments give grants, 
matched by private or local public agencies, for construction of old- 
age homes, hospitals for chronically ill, nursing homes, apartments 
and cottages for the aged. 

B. This partnership of public and private agencies needs to be 
encouraged in our State. Outmoded constitutional barriers, based on 
mulcting of the State treasuries by the railroad barons of the 1800's, 
a not constitute obstacles today to providing services for our 

eople. | 
. 3 State aid for adult education should be expended to include 
services of full-time director of day centers or golden age clubs whose 
program is geared to the growth of its membership, and whose services 
constitute more than recreation. 


TECHNIQUES OF THE SURVEY 


The community survey methods used in the State of New York to 
ascertain needs of the aged have been of four main types: 

1. The survey of caseloads of private and public agencies, use of 
census data, combined with opinion questionnaire to agency heads, 
industry, ete. 
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2. Sampling of the aged through door-to-door interviews or 
questionnaires. 

3. Depth interviews with small sample of aged. 

4, Experimental surveys of isolated facets of needs (i. e., nutri- 
tional intake of the caulk: 

5. Combination of any two or more of the above. 

There has been no evalution of the effectiveness of any of these 
techniques, nor of their validity, nor has any attempt been made to 
standardize a survey form or survey technique for use by our 
communities. 

Because community leaders are inexperienced in the techniques of 
the survey, they need considerable guidance and encouragement 
There is need for a sample survey form with instruction sheets to 
serve as a guide for lay leaders considering a survey of needs of the 
aging. This could be undertaken either by the State or by the State 
Association of Councils of Social Agencies. Even though no survey 
type may be suited to every community, a sample form will serve to 
Meg fears of lay leaders that the project is too ambitious, too costly, 
too scientific, to be undertaken in their hometown. 


Priorities In Communiry Procrams 


There are short-range and long-range objectives to be considered in 
establishing priorities within a community program for the aging. 
No community can efficiently set up a total program at once. 

Availability of qualified personnel, financial considerations, results 
of surveys of needs, pressures subtle or overt from State or Federal 
officials or pressures of local groups interested in a particular project, 
the internal need for a dramatic, inexpensive, easily operated, quickly 
mobilized service, all these may influence a table of priorities. 

However, we believe that each community should be allowed to de- 
termine for itself its own priorities on this field. As long as the 
planning committee represents all the interested groups and pressures 
within the community, we feel confident that the final ratings will 
represent the blending of thinking of medical, industrial, social work, 

cial, labor, housing mterests and other groups in the community 
and will receive their support. 

_. The customary pattern nm New York State communities is for some 
local group to establish a Golden age club and from that initial spark 
there developed other services either as part of a community plan or 
just on a project-to-project basis. We doubt the validity of this pat- 
tern. We believe the recreational facilities should be established as 
part of a communitywide diversified program of services, and that the 
community be made to recognize that the clubs meet only a small part 
of the total needs. 

Guidance from the State should be limited to providing a central 
reservoir of data on priorities established in other communities, in 
showing local groups how best to determine for themselves local 
priorities. But the communities must struggle through themselves to 
their own decisions, for only in this way will there be real local support 
and real lasting programs for the aging. 

We recommend: 

1, A central reservoir of data be established by the State or State 
Association of Councils of Social Agencies or other appropriate State- 
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wide agency such as the State university, which will afford gpaclenee, 
data, consultant service to localities seeking to determine t 
of the local aged and to establish priorities in this field. 


1e needs 
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16. COMMUNITY SERVICES FOR THE AGED: A COMPANY- 
SPONSORED AGE CENTER 


A Report or Procress Tro New Enoianp BustNess AND INpustry, 
Decemper 1955, py Tux Ace Center or New Enotanp, Inc., For 
ResEARCH AND Service, 160 CommonweattH Avenug, Boston, 


Mass. 
WHY AN AGE CENTER? 


Until early in 1955 when a number of sponsoring companies helped 
to establish the Age Center of New England, practically no well- 
grounded knowledge was available to business and industry about 
healthy, socially integrated, older people. 

Failure of human beings in medical or economic terms had long been 
defined. Medical men had studied the ill and indigent old in hospital 
clinics and institutions for terminal care. Unless valid general con- 
clusions were to be drawn about all old people from what was known 
only about those already in physical, psychological, or financial diffi- 
culties, there was a critical need for new knowledge. 

Which of the vast number of older workers now on company pay- 
rolls would move from activity to idleness without disaster ¢ 

Why were some employees able to maintain their level of productiv- 
ity until the very day of retirement, while others were so affected by 
the imminence of retirement that they slowed down physically or 
mentally years before it occurred ? 

How did some older workers plan for and achieve a useful busy life 
after retirement while others deteriorated rapidly? 

What was the limit of the company’s responsibility in relation to its 
older workers? 

Was it possible for management to understand the social and 
psychological forces at work in the lives of their aging employees and 
thus help them prepare themselves better for their severance from the 
company ¢ 

Could a measure be found with which managment would be helped 
to deal more effectively with its older workers? 

It was considerations such as these which led to the establishment of 
the Age Center of New England, a nonprofit corporation supported by 
business and industry for the purpose of research and service. Bs 

The improvement of working, health, and living standards was 
responsible for the increased life span which had resulted in a popu- 
lation with 10 percent over 75 years of age.. The growing discrepancy 
between what had once been considered a normal age for retirement 
and the number of idle years which the retired employee must learn 
to fill were having a serious effect on the morale of all workers once 
they entered their own late middle age. 

If a retired company worker were, as he is reputed to be, the com- 
pany’s best salesman or worst critic, surely, then, an investment in a 
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rreater understanding of his transition out of a working life would 
© in the company’s best interest. More broadly viewed, amarrt 
taxes might well be affected by the constantly growing number of old. 
Thus, even if all of management’s humanitarian concern were to be 
left aside, an investment in new knowledge about old people stall 
seemed a sound step. 

An investment was made and today the Age Center of New England 
is a vital, growing organization where some of the best professional 
minds in the country are studying the hows and whys of successful 
aging. 

The problem is posed 

The interest and financial backing of business and industry are per- 
haps the most important factors in the validity of the product which 
has been built as the Age Center of New England. For while it 
might have been possible to gather together an interdisciplinary team 
of experts simply for the pursuit of valuable know! about aging, 
the eventual usage and applicability of such knowledge have had a con- 
trolling effect on the product. Each part of the research design and 
every technique devised for the determination of new knowledge have 
been tested for their relevance to the problem at hand. 

The problem at hand, on which the Age Center’s research is focused, 
is: The establishment of an accurate measure by which business and 
industry will be helped to deal more effectively with its older workers, 
both pre-retired and retiring. 

The Age Center of New England is attempting to develop a reliable 
technique for predicting: 


(1) the degree to which workers will be upset by the advance 
of years and approaching retirement; 
2) whether, if this upset occurs, it will take a behavioral, 
psychological, or physical form; and 
(3) what factors could prevent or lessen the upset. 
In developing this measure, the Age Center of New England is de- 
termining how the nature and degree of disturbance will vary with: 


a) the personality characteristics of the workers; 
5) the attitudes and interests of the worker; 
ec) the nature and number of the worker’s social relationships; 
) the family, occupation, and recreational experience in the 
worker’s total life; 
t*} the physical and emotional health of the worker; and 
f) the nancial resources of the worker, 


It is, of course, one thing to pose a problem and quite another to 
find methods for solving it. The solution of a new research problem 
which comprises such a multiplicity of stated factors must rely on a 

‘system which is at once original, sensitive, and reliable. That such 
a system has come into being and is now being used at the Age Center 
of New England is due in part to the caliber of the minds at work on 
the problem and in part to the availability and cooperation of well, 
active older people who have become associates in the research. 


The team takes over 


When the proposal for the Age Center of New England was first 
made to business and industry, guaranties were given that the center’s 
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executive direction would be placed in the hands of a man with wide 
business and sociological background, with knowledge of both the 
realistic and theoretical approaches to the problem. Such guaranties 
were possible because of the fact that Hugh Cabot, lecturer in general 
education and human relations at Harvard University and formerly a 
businessman who had headed his own management consultant firm, 
was a member of the board of trustees. During the first months of 
the age center’s development, Mr. Cabot gave his professional services 
asa volunteer. He was able, during this period, to bring together an 
interdisciplinary team of sociologists, psychologists, and medical men 
who would both define the research task and determine the methods 
by which it could be achieved. He was also able to reconcile this 
scientific approach with the practical needs of business and industry. 
Mr. Cabot is now the center’s executive director by appointment of 
the board of trustees. 

The overall management of the center is in the hands of a 15-man 
board of trustees and its executive committee who meet at regular in- 
tervals; a research advisory committee whose members determine 
research tasks and techniques; and an advisory committee of medical 
men who determine the correlation of medical factors with other 
findings. 

The distinguished qualifications of the members of the board and 
committees are set forth in the introductory pages of this report. 


Members enter the field 


Perhaps the most distinguishing feature of the age center lies in 
the fact that, despite the complexity of the research problem it has 
undertaken to solve, the center is at the same time rendering service 
to business and industry and to the older people who have joined its 
membership. 

The outstanding characteristic of the older men and women who 
have been referred to the center by sponsoring companies or who have 
come on their own initiative is their desire to help find new answers 
for and about themselves and their contemporaries. The large pro- 
portion of these people are prey to the feelings of social dislocation 
and isolation which now seem to be a usual response to imminent or 
actual retirement. Others, less in number, have become members of 
the center in order to share their experience of what, they consider 
successful retirement. Their annual membership, for which members 
referred by sponsoring companies pay $2 and all others pay $4, imme- 
diately gives them a sense of belonging and an incr feeling of 
self-value. To date, more than 200 members are actively participat- 
ing in the age center’s program of research and service. 

Members range in age from 52 to 90. They represent every socio- 
economic and educational level. Approximately 60 percent of the 
members are men as against 40 percent women. Some idea of their 
occupational backgrounds can be gathered from the listing which fol- 
lows of the center’s present membership composition : 





STUDIES OF THE AGED AND AGING 


machinists 
bookkeepers 
electricians 
secretaries 
presidents 

postal workers 
office clerks 
house-organ editors 
watch repairmen 
comptometer operators 
real-estate salesmen 
securities salesmen 
night watchmen 
vice presidents 
librarians 

janitors 

club stewards 
houseworkers 
research chemists 
historical guides 
managers 


toymakers 
dieticians 
textile machine operators 
hotel desk clerks 
superintendents 
ee display artists 
clergymen 
beauticians 
furniture refinishers 
foremen 
technical writers 
mail-order salesmen 
farmers 
doctors 
teachers, public school and college 
insurance salesmen 

i nurses 
art gallery directors 
supervisors 
architects 
practical nurses and companions 


accoustical engineers restaurant managers and clerks 
department-store salespeople lawyers ; 
elevator operators manufacturers 


This broad diversity of work experience tends to confirm the ho 
expressed from the outset by business and industry, namely, that the 


sample studied would not contain the limitations which would neces- 
sari , have been imposed had any single business undertaken for itself 
similar research or service, 

Members of the center are working or have worked for companies 
which have a fixed compulsory retirement age; for companies in which 
the retirement of each employee is reviewed and extended according to 
individual merit, and for companies where there is no retirement ex- 
cept at the request of the employee. Similarly, nearly every type of 
pension ‘plan is in operation in the companies represented by the 
center’s membership. ‘Thus, the relative effects of these factors are 
being studied along with the individual variation between members. 


A new system and how it works 


Perhaps the most important single contribution which the age 
center has made to date is the devising and validating of an original, 
sensitive system which at once gives service to older people and gathers 
reliable research data about them. 

Built on a belief —The system is built on the belief that, from the 
vantage point of later years, an individual’s life is best examined and 
understood if it is discussed in segments. The system reduces mate- 
rially the tendency of people to generalize about their life experience 
and to draw faulty conclusions which are inadequate when it comes to 
handling current situations. 

Behavior changes.—There has been dramatic proof of the fact that 
when an individual discovers, in the course of reviewing each aspect 
of his life, the consistency with which he has behaved in a certain 
manner, it is possible for him to change this behavior if change is 
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desirable. Furthermore, he sees, often for the first time why it is 
that “everybody” seems to be treating him a certain way, sees 
as responsible, in part, for other people’s behavior toward him. 

Replacing lost work status.—This is of particular importance in the 
preretirement or retirement phase of an individual’s life, since it is at 
this time that people tend to feel the rejection and isolation which 
accompany, in some measure, a loss of or decrease in their relation- 
ships. An understanding of their own attitudes and values often 
helps people to replace lost relationships and work status with new 
associations and meaningful activity. 

Feeling valuable.—That older people are enabled by the age center 
both to gain in usable selfknowledge and to contribute to research 
about successful aging increases their feeling of self-value. Further, 
the age center in fact makes them valuable, for if ever a reliable body 
of knowledge is to exist about the aging, the data must come from 
them. 

Giving and getting—The age-center system requires members to 
both render and receive service. The center’s specially trained staff is 
composed of counselors who see the members in nondirective counsel- 
ing sessions, and research interviewers who explore with members 
the various segments of their life. In both the counseling and re- 
search interviews, members gain in self-insight and make marked ad- 
vances in their readjustment to their world. The type of change 
which occurs might be cited as follows: 

By way of dlustration—While many people who come to the 
center immediately express a need for further employment after re- 
tirement, in the majority of cases this is found to be no more than the 
desire to keep in contact with people. Fear of isolation, once under- 
stood, is mitigated and the retiree is freed to choose from among a 
number of possible alternatives open to him, 

Men and women still several years from retirement, worried by its 
appipach, lose their fear of what lies ahead once they start planning 
carefully. 

Retirement from a job often means more to older people than. the 
loss-of-work status alone. From being an identifiable member of a 
neighborhood or community, easily classified as “Joe X, the plant 
foreman, or Jack Y, the insurance executive,” the retiree has lost, 
in his own eyes, his identification tag. Finding his self-values, de- 
termining the things he considers important, the member reacquires 
a feeling of “being someone” and is therefore able to go forward 
into useful activity. 

Many people who have always worked for money have lost sight of 
the tremendous value of their knowledge and skills in terms of vol- 
unteer service. Once they discover how much they are needed in the 
community, they contribute important service and regain their neces- 
sary feelings of self-value. 

he effect on his total family of a man suddenly cut off from his life- 
long habits of work is often disastrous. Disagreements between hus- 
band and wife and between parents and children are lessened when a 
man understands the degree to which he is bringing his now upset feel- 
ings into his family relationships. 

Anger with a boss who is going to retire him or who has retired him 
often cuts down a man’s value to his job and to himself. Viewing the 
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situation realistically, exploring the way in which he has lived his 
life and can consequently continue to live it, permits a man to go 
forward productively. 

Through the age-center system, older men and women are enabled 
to view and understand their problems and potentialities and thus 
»repare for a useful, meaningful life in their late working years and 
in their retirement. 


The facts of the matter 

There is, of course, a vast array of factual material about the 
process of aging and about possible choices which older people ean 
and do make. All such information is gathered together at the age 
center for the use of its members, its sponsoring companies, students in 
the field, and the community at large. 

It is self-evident that no original work could be undertaken until the 
age-center team had a knowledge of all other studies and projects 
which had been or were being carried on in this or any other country 
in relation to the older age group. Therefore, a trained center 
bibliographer has studied all existing bibliographies and from them has 
selected for full and descriptive annotation all books and articles 
which are most pertinent to the age-center work. Thus, summaries 
of the methods and findings of other work are classified for use in the 
age-center library. 

A work file, which contains listings of all jobs known to be avail- 
able to older people in the New England area is kept current by the 
age-center staff and members. Also listed are all types of work which 
are reportedly open to older workers. From this file, members who 
wish to continue working after retirement or who need to supplement 
their income are able to find actual leads and stimulation for their own 
ideas. 

A file of volunteer work, with listings of the areas in which older 
men > women can be of most use to the community, is also main- 
tained. 

One of the important functions which the age center fulfills is that 
of a central information service. 

Why companies sponsor the age center 

Companies in the New England area now sponsoring the age cen- 
ter or considering sponsorship become affiliated with the center’s 
work for a variety of reasons. 

By broad classification, management invests in the age center be- 
cause company officials— 

Believe they can deal more effectively with older workers if the 
research findings of the center are immediately available to them. 

Want to make use of the consulting service offered to their personnel 
and employee-relations men. 

Think their personnel directors should supplement or augment 
their own programs of counseling for pre-retired employees. 

Believe that the findings of the age center may have a material 
effect on preventing the present tax load from inereasing in direct 
proportion to the snedlictadl increase in the aging population. 


Believe that an interdisciplinary team_composed of some of the 
Ida reliab 


of knowledge not. 


ablest men in the country can bui le 
otherwise available to business and industry.- - 
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Want to relieve their personnel department of the disproportionate 
amount of time spent on older workers. | 

Find that sponsorship of the age center and the experience of em- 
ployees as age center members have had a beneficial effect on total em- 
ployee relations. iy i 

Want to hold steady the level of productivity of their older work- 
ers who are affected by the imminence of retirement. 

Want to evaluate the effect of their own a lan or counseli 
program by comparing their results on older workers with those o 
other companies. 

Want to make a tax-free investment in a program of research and 
service which benefits the entire community. 


How companies sponsor the age center 


Company sponsorship refers to the financial investment which a 
company makes in the age center. 

Companies view a financial contribution to the age center’s ope 
ating budget in 1 of 2 ways. Some companies make a tax-free, char- 
itable contribution while others consider this as a cost to the operating 
expenses of their personnel department. 

Amounts are determined by the companies, sometimes in con- 
ference with a member of the age center board of trustees or executive 
staff. Companies may of course make monthly instead of annual 
payments. All checks shculd be made payable to the Age Center of 
New England, Inc. and sent to the center’s headquarters at 160 Com- 
monwealth Avenue, Boston. 

The operating budget proposed to business and industry for the 
year of 1955 was $62,000. The product then being offered was still 
to be built, and the farsightedness of the 12 companies which backed 
it is to be commended. By seriously limiting its staff and the num- 
ber of members with which it worked, the age center was able, dur- 
aus this formative year, to operate on actual expenses of about 

9.000. 

With a well-developed, vital program of research and service ‘to 
offer to business and industry, the age center is asking for support of 
an operating budget of $75,000 for the year of 1956. Company com- 
mitments or contributions made prior to or at the beginning of the 
year will help determine the progress the Age Center of New Eng- 
Jand can make toward those goals which will be of the greatest serv- 
ice to the business community. 


THE BOARD OF TRUSTEES 


Mr. Charles Francis Adams, Jr. 
Mrs. Frank G. Allen 

Mr. Jerome E. Andrews, Jr. 
Mr. Richard P. Bernard 

Mr. Ralph Bradley 

Mr. Hugh Cabot 

Mr. Paul L. Davis 

Mr. William H. Edwards 

Mrs. Theodore C. Haffenreffer 
Mr. Dudley Harmon 

Mr. Charles P. Howard, president. 





STUDIES OF THE AGED AND AGING 


Dr. Donald J. MacPherson 
Dr. Robert T. Monroe 

Mr. Harold L. Niles 

Mr. John F. Rich 


THE AGE CENTER LEADERSHIP 
Executive director, Mr. Hugh Cabot, M. B. A. 


Division directors: Robert T. Monroe, M. D., Natalie Harris Cabot, 
Philip E. Slater, Ph. D., with a staff of interviewers and counselors. 


RESEARCH ADVISORY COMMITTEE 


Prof. R. Freed Bales, sociologist; professor in sociology and research 
associate in the Laboratory of Social Relations, Harvard University 

Florence R. Kluckhohn, Ph. D., sociologist-anthropologist ; lecturer 
on sociology and research associate in the Laboratory of Social 
Gelstions, Fiarvard University 

Dr. Donald J. MacPherson, practicing psychiatrist and specialist in 
psychiatry and neurology 

Dr Robert . Monroe, Snag. physician and director of the Pearl 
Memorial Geriatric Clinic at the Peter Bent Brigham Hospital 


Dr. Harry C. Solomon, medical director of the Boston Psychopathic 
Hospital and professor of psychiatry at Harvard Medical School 

Mr. Hugh Cabot, lecturer in general education and social relations, 
Harvard University ; management consultant ; executive director of 
the age center 

Prof. Gordon W. Allport, es professor of psychology, 


Harvard University ; consultant to the committee 


HEALTH ADVISORY COMMITTEE 


Dr. Raymond D. Adams, chief, neurology service at Massachusetts 
General Hospital; Bullard professor of neuropathology, Harvard 
Medical School 

Dr. Mark D. Altschule, director of internal medicine and of research 
in clinical physiology, McLean Hospital; assistant clinical profes- 
sor of medicine, Harvard Medical School 

Dr. Joseph C. Aub, director of the medical laboratories of the Collis 
P. Huntington Memorial Hospital of Harvard University (for 
cancer research) at Massachusetts General Hospital; professor of 
research medicine, Harvard Medical School 

Dr, Joseph Garland, editor, the New England Journal of Medicine 

~ a M. Landis, professor of physiology, Harvard Medical 
ochnoo 

Dr. Robert T. Monroe, director of Pearl Memorial Geriatric Clinic at 
Peter Bent Brigham Hospital 

Dr. Ian Paley Rak, assistant psychiatrist, Massachusetts General Hos- 
pital; assistant in psychiatry, Harvard Medical School at Massa- 
chusetts General Hospital 

Dr. Nicholas D. Rizzo, associate in psychiatry, Peter Bent Brigham 
Hospital; instructor in psychiatry, Harvard Medical School 

Dr. Richard P. Stetson, director, Medical Associates of the Massachu- 
setts Memorial Hospitals; clinical associate in medicine, Harvard 


Medical School 
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17. DAY CENTERS FOR OLDER PEOPLE 


A Pustiic ServicE—DeparRTMENT OF WELFARE, New York Crry 


In its concern for the welfare of the people, public welfare agencies 

have recognized the existence of special needs of specific groups of 
the population. The department field workers became increasingly 
aware of the problems of older people. They observed that many lived 
alone in furnished rooms with few or no family ties, almost friendless, 
without interests, living an existence divorced from community activ- 
ities. An occasional park-bench conversation with strangers was the 
total extent of social contacts for a large proportion of these older 
veople. 
Visits by welfare workers were prolonged because of the older 
clients’ loneliness and need for relationship. These same needs found 
expression in excessive demands for attention. The clinic visit became 
an escape from the furnished room and the opportunity for com- 
panionship. 

The department of welfare of New York City established the Wil- 
liam Hodson Community Center, the first day center for older people, 
in April 1948. Here was the opportunity for the expression and 
satisfaction of real needs. Here was the opportunity for participation 
and continued growth, 

Since 1943, with an ever-growing increase in aging population, the 
pioneering work of the department of welfare of New York City has 
been extended. There are now 14 day centers in Greater New York 
operated by the department of welfare in cooperation with private 
agencies and interested citizens, with 6,000 participating members. 
These 14 centers have separate boards of directors, each developed 
within the community which the center serves. The programs. are 
centrally supervised and coordinated by the department of welfare, 
which also provides the staff. In general, the space is furnished by 
a private agency, the staff by the public agency, and the operatin 
expenses are raised within the community by each board which is 
composed of both lay and professional people. The program pattern 
established by the department is flexibie, with the haracter of each 
center determined by such variables as type of membership (nation- 
ality, cultural background, economic level, age, etc.), available space 
and facilities, and financial support. 


What is a day center for older people? 

A day center for older people is an agency providing a daily, profes- 
sionally supervised, planned activity program for persons 60 years of 
age and older. The program offers its members the opportunity for 
productive and satisfying use of the free, unused daytime hours, to 
overcome the empty and lonely hours left by loss of employment, 
business, household duties, or family responsibilities. Essentially, it 
is a mental-health and adult-education program which promotes the 
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social and emotional adjustment of the older person, giving him com- 
panionship and activity in an environment favorable to his continued 
growth. It is a program based on the recognition that physical, men- 
tal, and emotional activity are primary human needs. It is a program 
which is growing with the reassuring implication that the older person 
has the strength and capacity to use it effectively. 


ORGANIZATION AND OPERATION 


The organization and operation of each of the 14 day centers in 
New York City has differed considerably and, despite the central 
administration, there is wide variation in the character and tone of 
each. The variables are location, financial support, space, facilities, 
character of board and of the members of the center, staff and com- 
munity support; the program is influenced and modified by these 
elements. The one constant factor is the purpose. 

The problems of our aging population are so extensive that it is felt 
in every community and so acute that it is beyond the scope of private 
agencies alone. It is important for the public agency to take a lead- 
ing role to establish a day center program, stimulating and initiating 
community support and private agency participation. The public 
agency approaches influential and interested members of the commu- 
nity as well as other public and private agencies, apprising them of the 
problem and inviting their participation at an organizational meet- 
ing. The invitation of a person prominent in civic affairs to address 
the group awakens community interest and the attendant publicity 
reaches prospective board members, center members, and volunteers. 


At this preliminary meeting, the discussion includes not only a state- 
ment of the problem, but suggests the ways and means of coping with 
it. From it follows the formal organization of the board of directors. 
I. Board of directors 
The organization of a board of directors, composed of lay and pro- 
a 


fessional people, is the first step in the establishment of a day center. 
The group organizes as a corporation with constitution, bylaws, offi- 
cers. and committees. The committees, appropriately designated : 


1. Determine need in the area (the number of older people, 
neighborhood of greatest concentration, location, and affiliations 
if possible of the older residents who are the older people, etc.). 

2. Acquire suitable quarters. 

3. Secure funds. 

4. Plan publicity. 

5. Prepare plans for program, staff, equipment, etc. 

Detailed references to board committee work will be found under the 
specific headings which follow. A well-organized, interested board 
of directors can be most effective in the successful operation of a day 
center. A board of approximately 30 members has been found to 
be desirable. 


IT. Finaneing 

It has been indicated that the New York City program is supported 
by public and private sources. The staff is eovided be the department 
of welfare; operating costs are carried by the boards of directors 
who are responsible for raising funds in the community. Founda- 
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tions have been helpful in giving financial support for either general 
use or for a specific activity or service. For example, generous grants 
from the New York Foundation made possible the first camp-vacation 
program for older people. Donations in kind and in services provide 
a part of program materials, and the members themselves often con- 
tribute directly or through program activities (sale of articles made 
in workshop and sale of tickets for dramatic and musical presentations 
by the membership). 


IIT. Location and building 

Every effort is made to establish the day center in an accessible 
part of the community where the need has been demonstrated, so 
that the members are able to make the fullest use of its facilities. The 
proximity of the service helps potential members overcome their re- 
sistance and fear of new experience and encourages continuity of 
attendance. A building with adjacent outdoor space or proximity 
to a public park is desirable. The premises occupied by the center 
may be sought from the following sources: 


1. Housing projects 6. Community centers 
2. Schools and libraries 7. Churches 

3. Unused buildings 8. Homes for aged 

4. Unused business premises 9. Private residences 
5. Settlement houses 


Ideally, the ceater should occupy its own facility, specifications 
designed for its purpose with an understanding of the needs of the 
membership.’ Older people should not be put in a position of com- 
petition with younger people, nor should they be made to feel“as‘in- 
truders in premises planned and used for other groups. It is pref- 
erable that they are not involved in the quicker, turbulent pace of 
young people. Already displaced in the family and community, they 
need a place of their own, as a symbol, an affirmation of their aes 
and fetonanrenne: In their own quarters, available on a full-day 
basis, they are free to come and go at will; they develop a sense of be- 
longing ; in their pride of group-possession, they become active partici- 
pating members ; among people their own age they have a greater ease 
of expression. 

The space should include several rooms, although one very large 
room may be used with a dividing arrangement of furniture and equip- 
ment. Minimal requirements for an adequate program are: 


1. Lounge area 4. Office 
2. Activity rooms 5. Toilets 
3. Kitchen 6. Storage space 


Kitchen facilities may be simple, for tea and coffee service, or ex- 
tensive for the preparation of a noontime meal. The lounge may 
serve as auditorium, dining area, game room, and party room. The 
xrogram will determine the kind of activity rooms which are required 
ut should definitely include a workshop and a quiet room for library, 
meeting room, and classroom. The convenient location of toilet facili- 
ties is a major consideration for older persons. Office space should 
provide a measure of privacy, both for office work and for interviews 


ai Such plans have already been prepared by Architect Stanley Rosenberg of New York 
ty. 
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and counseling. Storage space is needed for program materials, for 
food supplies and for the vast miscellany of donations from an in- 
terested community which may be useful at any time either for the 
center itself or for individual members. 

Sap furniture, and equipment are readily obtained as dona- 
tions from the community, but comfort, attractiveness, and efficiency 
should not be wholly sacrificed for economy. In the shop, good pow- 
er machines and power tools reduce the expenditure of energy and 

ive more finished results, thereby encouraging members to use the 
acilities. 
IV. Staff 

Work with older people is a new frontier in social work. There is 
an initial need for ctaft in this field. Since the public agency is so 
extensively concerned with the problems of older people in public- 
assistance programs and, since it has a large staff, assignment of per- 
sonnel may be its major contribution to the day-center program. 

The services of at least one professional group worker who can 
supervise staff members and volunteers may well mean the difference 
between a social club and a day-center program. Private agencies 
housing a day center may provide helpful supervision when a trained 
worker is not available for full-time service in the program of older 
persons. 

Adequate staff coverage would require 1 worker for every 50 mem- 
bers, although the potentiality for an enriched program is increased 
by a larger staff. Nevertheless, centers have been successfully main- 
tained with fewer workers. 

A corps of volunteers recruited from the community provides a 
necessary addition to center personnel. Both group workers and 
volunteers with special skills in arts, crafts, dramatics, etc., are in- 
valuable. The help these workers contribute in the kitchen, office, at 
parties and outings is equally valuable. All must share one quality in 
common—an acceptance of older persons which can be communicated 
to them. 

V. Program—Activities and services 

It is our belief that activity as a primary human need expressed 
physically, mentally, and emotionally, is basic to the older as well as 
the younger person and is fundamental in preserving his personality. 
The continued use of abilities and experience through the center- 
group activity program provides the essential feelings of adequacy, 
accomplishment, and usefulness. 

The choice of which activities will be part of the day-center pro- 
ram is determined by the interests and capacities of the members. 
der people are capable of deriving a sense of achievement from a 

diversified activity program which affords not only the opportunity 
to continue former interests and skills but also provides the satis- 
faction of new experience. 


PROGRAM SUGGESTIONS 


nip) Larger group activities (for participation by total member- 
ship): 


1. Parties—for birthdays, holidays, other special occasions. 
2. Outings—picnics, boat rides, bus excursions. 
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3. Lectures, films, guest entertainers. 

4. Concerts and entertainment programs presented by mem- 
bership through music and dramatics groups. 

5. Dancing. 

6. Calisthenics (limited). : 

7. Games—billiards, shuffleboard, checkers, chess, cards, domi- 
noes, horseshoe pitching, bocci. 

B. Smaller group activities (special interest groups) : 

1. Classes and discussion groups: 
(a) Languages, including English. 
(6) Nutrition. 
(c) Health. 
(zd) Current events. , . 
(e) General discussion groups (any topics of special 
interest). 
2. Music: 
(a) Music appreciation. 
(6) Choral group. 
(c) Rhythm band. 
(dz) Instruction on musical instruments. 
(e) Orchestra and small ensemble. 
3. Arts and crafts: 
(a) Painting. 
(6) Ceramics and sculpture. 
(c) Needlework—sewing, knitting, crocheting, rugmak- 
ing, ete. 
(d ) Woodwork—carpentry, wood carving, wood turning. 
(e) Basketry. 
(f) Weaving—floor, table, and hand looms. 
(7) Metal work—art metal, wrought iron. 
(h) Jewelry. 
4. Dramatics. 
5. Poetry and creative writing (publication of center periodi- 
cal, library service). 

C. Membership management: 

We recognize that the older person has experiences, skills, and 
capacities and can do most shige hiemeaté. This ability extends to the 
management of the center, through a self-governing organization with 
elected officers, constitution and committees. Committees are most 
important to activate as many members as possible. Even the smallest 
job within the center can have an appropriate official title, and most 
of these should be elective positions. Staff members should do only 
what the members cannot do. Their real function is to advise, enable, 
and channel the interest and strengths of the members; to act as 
catalytic agent. 

Center members have accepted responsibility in the work of com- 
mittees such as: 


1. Kitchen committee—planning and preparation of luncheon 
served at nominal fee. 

2. Hospitality committee—reception of guests and new members. 

3. Waiters’ committee—serving refreshments at parties. 

4. Visiting committee—visiting homebound and hospitalized mem- 
bers and shut-in older people referred by agencies and community. 
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5. Entertainment committee—planning party programs and special 
events. 

6. House committee. 

7. Civil-defense committee. 

8. Executive committee—consists of representatives of each special- 
interest group and elected officers, including : 


President Corresponding secretary 
Vice presidents Sergeant at arms 
Treasurer Fire marshal 

Recording secretary Registrar 


“For the officers, as well as the membership, the institution of self- 
government has proved one of the * * * effective means of stimulat- 
ing these older people to make use of their capacities. It has de- 
veloped leadership, initiative, responsibility. It has served to focus 
attention and increase identification with the affairs of (the center) 
in even the least participating members.” * 

D. Services to the community: 

Through the center, the older person has opportunities for com- 
munity work whereby his own feelings of usefulness and accomplish- 
ment are reinforced. They have contributed to community welfare 
in hospitals, old-age homes, nursing homes, and children’s institutions. 
They prepare bandages and dressings, feed hospital patients, escort the 
blind, provide companionship and perform various services for shut- 
ins. The music and choral groups entertain outside the center, and 
shop groups make and repair toys for children and gifts for disabled 
veterans. Simultaneously with their deeper involvement in center 
activities, they are returning to the community with a renewed as- 
surance of their value. 


E. Counseling service: 


The center has been especially effective in providing a counseling 
service for its members. In a friendly, permissive, and familiar 
atmosphere the member who freely chooses his daily center activities 
also moves more easily to the counselor when faced with an unresolved 
personal problem. Counseling is an integral part of the total center 
program. 

The difficulties faced by the members for which they need the 
center’s counseling service involve finances and employment, health, 
housing, family relationships, personal adjustments, etc. The coun- 
seling itself may be simple statement of facts, as in matters relating 
to social security or public assistance, or it may concern some personal 
problem which will require extended planning and counseling. 


VI. Services from the community 


The day center utilizes other community services in the develo 
ment of a rich and satisfying program. Public libraries assist in 
setting up center libraries; they have exhibited to the public the 
handicrafts and paintings of center members; they have invited center 
participation in their own adult-education programs; the board of 
education provides qualified teachers for English and citizenship 
classes. Health educators of the department of health have arranged 
lecture series with physicians discussing the various aspects of medi- 


*Kubie, Susan H. and Landau, Gertrude, Group Work with the Aged. International 
Universities Press, Inc., New York, N. Y., 1953. 
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cine and hygiene which particularly pertain to older people. Nu- 
tritionists of city departments offer group counseling on nutritional 
needs and food preparation. The center membership is frequently 
invited to be guests at public and private places of interest and enter- 
tainment; for the first time, many of the older people are using the 
community facilities which they helped to build. 


Vil. Membership 


Participants in the program come from various sources: By direct 
invitation, by announcements, by posters, and by advance notices 
published in the local newspapers. Cooperating agencies such as 
hospitals, schools, libraries, churches, the social-security board and 
the public welfare agency itself can make the new service known to 
the older people they serve. Local club groups and fraternal organi- 
zations are invited to refer their own members or parents and grand- 
»arents of their members to the day center. In communities where 
it is possible to canvas from door to door, as in a housing project, 
volunteers can extend personal invitations. 

At the formal opening to which potential members and representa- 
tives of community organizations have been invited, volunteers can 
bridge the feelings of loneliness by the creation of an atmosphere of 
friendliness and warmth, introducing people to each other and show- 
ing them through the facilities which will be theirs to use and enjoy. 
After brief announcements to explain the purpose of the center, the 
days and hours it will be open, and the activities which it offers, the 
serving of refreshments will set a party tone to the gathering. A 
musical program which can start community singing and dancing is a 
helpful device. 

A guest register will provide a mailing list for later invitations to 
the more reticent or fearful older person, and there should be arrange- 
ments for the registration of those who wish to join the center at once. 

The opening day usually brings the smallest part of the total mem- 
bership, for the largest single source of new participants is by word 
of mouth—by invitation from an active member to a neighbor, a 
friend, or to the stranger who sits beside him in a bus. 


CONCLUSION 


The value to the community of the day center for older people is 
implicit in the degree to which the day center program promotes the 
preservation of personality and mental health. Since the major em- 
phasis is prevention, the group activities are geared to arrest and to 
prevent the deterioration that comes from the older person’s feelings 
of insecurity and rejection. He is given opportunity for activities 
which make possible a sense of adequacy and accomplishment. In a 
community that provides acceptance, companionship, and warmth 
there is fulfillment. 

In evaluating the day center program, many positive changes are 
observed in the individual member. He moves from his isolation into 
a community. He has a place to go each day—a reason to dress and 
prepare himself for association with other people. He has a place to 
go—a reason for going. He has something to do—something which 
interests him and which he does at his own pace. No longer isolated, 
he is physically active and mentally stimulated. He has the oppor- 
tunity for the continuation or renewal of meaningful social relation- 
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ships. He learns to approach reality situations, accepting and adjust- 
ing to his aging in a setting with his contemporaries which promotes 
change and growth. 

Isolation can extend even to the older person living within a fam- 
ily group. Too often, the parent or grandparent demands and com- 

tes for an excess of attention and affection. Through the center, 
Re becomes an active part of the fabric of the community, using his 
daytime hours effectively and with satisfaction. He has a new source 
of emotional gratification and spares himself rejection by the family 
which resents the demands of emotional dependence. As he becomes 
less demanding, his family more readily gives him affection and re- 
Jationship. 

As the senior citizen becomes a healthier personality through his 
integration in the life of the center, he contributes to the well-being 
of the total community. With purpose, with direction, with activity 
in his life, there is no longer the pattern of inertia that produces 
physical and emotional] deterioration. There is a lessened need for in- 
stitutional care. The rate of admission of center members to institu- 
tions is considerably lower than the rate for the same age group in the 
general community. This is true not only for mental hospitals, but 
also for general hospitals, homes for the aged, and nursing homes. 
The center member becomes a community member and is less anxious 
to withdraw to a completely protected dependent environment. Com- 
munity funds are better spent for a preventive program than for the 
a construction and maintenance of additional homes and hos- 

itals. 

. A study of clinic attendance by a group of the members for a period 
before and after joining a center disclosed the fact that from the 
time of membership there was a 50- to 70-percent reduction in the to- 
tal number of clinic visits. It was also found that the extent to 
which these clinic visits were reduced for any particular individual 
closely correspond to the extent to which he has become involved in 
the activities of the center. In fact, it is sometimes necessary to prod 
rs members to attend clinics if they become overabsorbed in center 
ife. 

The clinic habitue who sought companionship in the waiting room 
at the hospital now found it at the center. The attention he demanded 
from clinic workers and medical staff has gained in a greater degree 
from his accomplishments at the center. There was no longer the to- 
tal preoccupation with ills, real and imagined. With a membership 
which was such a large percentage of cardiac and circulatory dis- 
orders and special dietary requirements, the day center provides 
health and nutrition education and suggests habits of living that will 
| armen the physical well-being of the members. Those members who 

0 have real disabilities can still use remaining strengths constructively 
in a day center setting. 

In a democratic society, public agencies are concerned with the 
total well-being of all individuals, and they have recognized that 
a maintenance alone is insufficient. This broad concept of 
public welfare has been extended to all, with the single exception of 


older persons. An ever-increasing segment of the population, they 
remain a deprived group. The problem has grown to the extent 
that it is part of every community, so large in scope that public 
agency participation is necessary. The acceptance of this respon- 
sibility holds promise for broad social and economic gains. 





18. NEW DIRECTIONS IN PUBLIC WELFARE SERVICES 
FOR THE AGING* 


Elizabeth Breckenridge 


How is public welfare going to adjust to the demands of an aging 
population? What lies ahead? Can we trace in embryo the shape 
of the future, the programs for older people that will require more 
and more attention from us in the years ahead ¢ 

To a considerable extent, it appears that we can. The following 
comments attempt to forecast the future evolution of public welfare in 
meeting the needs of this increasing sector of the American popula- 
tion. As might be expected, some new directions are more definite 
than others, and alternative cannery of action lie ahead of us as 
possible solutions for some of the emerging problems. 

Note that this exercise in crystal gazing is an individual rather 
than a group effort. By way of extenuation, however, that individual 
has assiduously attended most of the major meetings linking public 
welfare and aging during the last 9 years, and has earnestly tried to 
digest and reconcile the verbal and written pronouncements on this 
topic that have been issued in recent years. Insofar as she has suc- 
ceeded, what follows is a synthesis of opinion. Nevertheless, caveat 
emptor, for each has his bias. 

This pamphlet is the final report in the American Public Welfare 
Association’s series telling of ways public welfare agencies have cre- 
ated additional services for older people. Following the introductory 
statement on The Range of Public Welfare Services to Older People, 
seven specific “how to do it” articles told how new programs had 
been planned and operated by public welfare agencies. Subjects in- 
cluded help to patients discharged from mental hospitals, recreational 
and activity programs, the stimulation and use of a wide variety of 
resources in the community, homemaker and friendly visiting services, 
and planned improvement in the use of institutional care. 


Disparity BeTwEEN THEORY AND PRACTICE 


Even this short review of the contents of the series suggests that 
public welfare has definitely increased its methods of dealing with the 
problems of the dependent aged. This is true. Nevertheless, the 
actual task of assembling these reports showed how much remains 
to be done. In other words, the association was unable to find exam- 
ples of fully developed public welfare programs providing some of 
the services which the American Public Welfare Association Com- 
mittee on Aging had recommended for inclusion in the series. 

There is a serious disparity between the broad concept of public 
welfare for the aging that we talk about in conferences and committee 


Source: American Public Welfare Association pamphlet, ninth in a series of reports 
from Public Welfare Departinent on How Public Welfare Serves Aging People. 
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meetings and the services we are in fact providing in our local offices. 
This disparity between theory and practice has two aspects. 


Extension oF Trestep ProcRamMs 


First, the programs which were described in these pamphlets have 
not been duplicated as widely as they should be. They are still ex- 
ceptional programs rather than standard operations. Even in most 
large metropolitan areas, this is the situation, not to mention the 
semiurban and rural sections of the country. In the latter, it has 
often been found that these kinds of programs are practically un- 
known, and that community leaders are not even aware of their po- 
tentials for alleviating distress among the aged. 

At first glance, this is discouraging, but there is reason for op- 
timism too. All the services presented in these pamphlets had what 
might be called a forced birth—forced because the needs of the aged 
were too serious, too obvious, too widespread to be ignored any longer ; 
therefore, the public welfare agencies were compelled to create new 
ways of meeting urgent demands for service. Furthermore, these 
particular programs have been tested by time and experience. They 
get results. They have proved their efficiency in terms both of budget. 
and of therapy. They are no longer a matter of hypothesis. We 
know they work. 

We know also, from a battery of local surveys, that the needs toward 
which the new service programs are aimed are prevalent in varying 
degrees all across the American continent. Every substantial geo- 
graphic area has old people who are lonesome, frightened, frail in 
mind and body? 

Given the good will and intelligence of our lay leaders and public 
administrators, it is no risk to prophesy that public welfare in the 
near future will rapidly establish these services within its regular 
framework. 

This developument will be facilitated by the fact that we now have 
specific instructions as to how these services can be started and carried 
on. Of course, there will be local modifications, dependent on the 
extent of need and the availability of other resources. 

Here, then, is one new direction in public welfare services for the 
aging: the growth of recreation and activity programs; improved 
after-care services for older persons released from State mental hos- 
pitals; extension of homemakers and volunteer visitors for the aged; 
more constructive relationships with agencies providing sheltered 
care; and more significant participation in developing community 
resources for the aging. 


Appine New Programs 


The disparity between theory and practice in this field, however, has 
a second yy which was also clearly revealed in searching for ma- 
1e 


terial for these pamphlets. This is the apparent absence of certain 
programs which are widely discussed and assumed to be worthwhile, 
notably employment and rehabilitation services for older people. 

It is perhaps noteworthy that the first group of programs we have 
been discussing might in general be called palliative, that is, they make 
a bad situation better, usually without actually restoring the old 





142 STUDIES OF THE AGED AND AGING 


persons to independent living in the community. If they are practical 
at all, programs of employment and rehabilitation are more definitely 
remedial, dynamic, and constructive. 

Are such programs within the scope of public welfare in the future? 

More and more, leaders in public welfare and in work with the aging 
appear to believe that they are. Since the eee years, adminis- 
trators of general relief agencies have effectively administered or made 
use of employment and rehabilitation services for younger clients. 
Similar programs have been conducted by public welfare agencies for 
the blind, the disabled and for recipients of aid to dependent children. 
Therefore, with reference to the propriety of conducting these pro- 
grams, there is ample precedent.? The question is whether or not the 
results will justify the effort and expense. 

As we said, evidence as to this is lacking from programs actual] 
operated directly by public welfare agencies, because so far no suc 
programs exist on a substantial, organized basis. This is particularly 
true of employment; rehabilitation service for older persons is being 
emt by a few public assistance agencies on a limited scale, from 

ospitals, clinics, and the rare county institutions capable of providing 
this kind of care. 
EMPLOYMENT 


Let us look first at employment. Most people, including welfare 
administrators, manifest little hope of accomplishing much in getting 
jobs for people over 65. This is also the attitude of most public em- 
ployment services. If work possibilities are considered at all, it is in 
terms of part-time occupation or sheltered workshops. Even though 
we have been haunted by thousands of potholders, rugs, belts and 
weird little lumps called “ceramics,” we will grant that workshops 
and part-time occupations have their rightful place in the overall 
scheme and deserve a larger place. But is it realistic to think this is as 
far as welfare can and will go in promoting employment for the 
elderly? Should the worker in old age assistance continue to neglect 
the possibilities of work for his clients? Must the older individual’s 
desire to feel useful be satisfied only through volunteer, civic, or family 
activities ? 

Facts contradict this. Facts also indicate that public welfare is 
going to have a role to play in expanding employment opportunities 
for the aging, either through stimulation of other agencies (such as 
State employment services), or through operating guidance, training 
and placement services within the public welfare organization. 

What facts support this point of view? 

First, there are many indications that a large number of people 
over 65 continue to be capable workers and, furthermore, want to keep 
on working. The average age of applicants for OASI benefits is more 
than 3 years greater than 65. Industry surveys report satisfactory 
job performance. Doctors tell us we are aging physically at a decreas- 
ing rate. Finally, any announcement of job opportunities for those 
over 65 is greeted by a flood of applicants. 

Second, special guidance and placement services for older workers, 
whenever they are established, have inevitably reported a good ratio 


2The Place of Rehabilitation in the Public Welfare Program: A Statement of Policy. 
Public Welfare, April 1955. 
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of jobs secured and kept. This can be confirmed by reference to the 
special program in the Canadian National Employment Service, the 
Vocational uidance Bureau in Cleveland, and the specialized services 
in New York and a few other cities in the State employment service. 
Probably the most startling results have been obtaimed at the Alle- 
gheny County Infirmary in Pittsburgh, where an enthusiastic team 
not only rehabilitated 121 of 255 disabled persons over 60 but found 
jobs for 20 from 60 to 70, and for 4 from 70 to 80 years old. 

It is hard to see how public welfare can ignore this evidence in the 
years to come, particularly if inflation continues to reduce the ade- 
quacy of savings, pensions, and assistance payments. With the num- 
bers of older people ahead of us, there will be too much pressure to 
keep public expenditures down for the agency administrator to neglect 
any opportunity to return the older person to the labor market. ‘The 
task will not be easy, but, in spite of the difficulties, we can anticipate 
that another new direction in public welfare services for older people 
will be toward concern over employment, toward stimulation of place- 
ment and training services, and, in some localities, the actual operation 
of such programs for the older worker if no other agency is willing to 
assume responsibility. 


REHABILITATION FOR SeiF-CARE 


The trend in public welfare toward rehabilitation for self-care is far 
more obvious. In popular thinking, rehabilitation has so far been 
primarily thought of as vocational rehabilitation. The great advances 
mn physical medicine and psychotherapy since the last war have there- 
fore been almost exclusively used for younger people judged to be 
employable. Purposeful rehabilitation for the aged, which will keep 
them out of nursing homes and State hospitals, has been almost totally 
omitted from public welfare services. 

With the increasing age of our clients, the results are little short of 
catastrophic. Everywhere public welfare administrators are strug- 
gling with the consequences: Vast increases in expenditures for care 
in nursing homes, county homes, and mental hospitals; repeated pres- 
sure from local authorities for funds for more institutional beds; and 
persistent, demoralizing and time-consuming reviews to find cheaper 
ways to keep old people in bed. 

erhaps it was necessary for the situation to be thus aggravated be- 
fore a more constructive approach was considered. Rehabilitation, 
in dollars and cents, looks expensive, but, at last, public welfare is 
realizing the tremendous costs of neglect in this phase of programing. 
We cannot continue to pour millions of dollars into institutional con- 
struction and custodial nursing in the future. Again, a look at the 
evidence finds plenty of proof that a large proportion of our elderly 
patients ean be restored to the point where they can look after their 
own personal needs. This is demonstrated by the work of such doctors 
as Rusk and Dasco in New York, Ferderber in Pittsburgh, and Mon- 
roe in Boston. The conclusion is reinforced by recommendations 
from the Hoover Commission and the National Commission on 
Chronic Illness. 

One more new direction in public welfare, then, is toward the fi- 
nancing of rehabilitation for older persons. 
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Wuom Suatzt We Serve Tomorrow ? 


In talking about employment and rehabilitation and about the pro- 
grams covered in these booklets, we see a marked trend toward ex- 
panded service functions within the public welfare agency serving 
older people. The trend toward more and better services, however, 
will very probably include much more than the programs to which 
we previously referred. 

Historically, public welfare for the aged has centered upon financial 
assistance and sheltered care in nursing homes or in institutions. 
Typically, the largest share of the modern public assistance agency’s 
bidget is going to these items. As coverage has expanded in old age 
and survivors’ insurance and benefits have increased, the numbers and 

roportion of older people requiring old age assistance has declined. 
Private pensions are also beginning to have an effect. This decline, 
which is expected to continue, has raised serious questions about the 
nonfinancial needs of the elderly, needs formerly met by the public 
assistance worker. In the majority of locations, these workers are the 
only people with any familiarity or skill in helping the older person 
Candie his personal problems, which relate to medical care, living ar- 
rangements, family relationships, and a great variety of other 
perplexities. 

The old person who needs help and cannot get it will, in many cases, 
eventually cost the community more than if competent guidance ini- 
tially were made available to him. This has already been demon- 
strated by the withholding of rehabilitation and by the ensuing 
expenses for institutional care. This kind of mistake is too costly for 
public welfare to afford a repetition. 

Where will the growing number of old people who do not need OAA 
get help? Should OASI install a service program? Should private 
agencies assume the full load? Neither of these appears practical. 
At the present time, only one possible solution presents itself. Public 
welfare will have to develop a comprehensive service program avail- 
able to all older people, as well as to those requiring public assistance. 
Several alert agency administrators, recognizing this, have begun 
research in the services now being given by the worker to the aged 
recipient. They are looking for answers to several questions. What 
kinds of problems come up? What is done about them? Who does 
it? How much time, effort, skill are required? How many letters, 
phone calls, visits? What does service cost ? 

That kind of information is esssential if public welfare is to be 
prepared to meet the coming development. A service program of this 
nature will require a reorientation of the total agency program, as 
well as the most efficient refinement of skills and procedures. 

It is not anticipated that the change will come overnight. The shift 
will be gradual. We will have time for a planned transition. But 
it is impossible to see how public welfare can refuse this expansion 
of service functions. 


CoMMUNICATIONS REVISION 


_ Two additional developments can be discerned as we look ahead: 
improved communications and prone training for workers. These 


are necessary whether we are thinking of multiplying services already 
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tested in public welfare, or whether we are considering using or adopt- 
ing new services begun under other auspices. If public welfare is 
to catch up and keep pace with the needs of the aging, far more 
serious and down-to-earth study must be devoted to these two phases 
of administration. 

The American Public Welfare Association, through its publica- 
tions, committees, and conferences, has contributed significantly to 
the spread of snow eae about welfare and aging. Similar ap- 
proaches have been made by the Department of Health, Education, 
and Welfare and by State public assistance agencies. Nevertheless, 
communications failure remains a major reason why public welfare 
has not responded more ouickly and effectively to the problems of 
aging. From top to bottom, our staffs do not know enough about 
what is going on in other States, about programs that have worked 
and programs that have failed. Even within agencies, there is too 
little correlation of planning between divisions and between the dif- 
ferent levels of operation as far as service for the aged is concerned. 
We hope—and are inclined to believe—that impending pressures 
for program development will require us to review and improve 
communications. This series is a step in that direction. 

How can this improvement in communications be effected? This 
is no place for a treatise on the subject. However, we can learn much 
from industry and public relations. Certainly, the first requirement 
is aclear formulation of the agency’s responsibilities and goals. What 
do we want todo? Whatcan wedo? What shall we do first? How 
do we go about it? 

Once these questions are answered, we are ready to communicate. 
Attractive, intelligible reports should be made available to everyone 
concerned. For most subjects, each worker should have his own 
copy: Effective communication cannot be secured with one file copy 
drifting around an office. Perhaps audiovisual materials can help, 
along with more meaningful scheduling of attendance at conferences 
and better use of joint planning meetings with other community or- 
ganizations and within our own agency. 


ReworK1InG Our WorkKERS 


Unfortunately there are no fairy godmothers, brownies, or genii in 
public welfare. If service—and more service—is to be provided, 
workers must provide it. It is no exaggeration to say we face a crisis 
in in-service training. The inevitable program developments of to- 
morrow will necessitate an extensive retooling of staff skills. This 
can only be accomplished by expanding, intensifying, and reorienting 
public welfare’s training programs. 

The fact that the enlargement of the service function is in the area 
of work with older people lends a unique urgency to this task. There 
are two principal reasons why this is so. 

First, in no other field of social service has there been so great a 
lack of specialized professional training. The schools of social work 
have so far not recognized the need for providing specialized courses, 
whether they relate to casework, groupwork, institutional manage- 
ment, or community organization. Those in public welfare who are 
now doing specialized work with the aging have had to add to their 
basic knowledge through a strenuous and lengthy process of self-edu- 
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cation. In the future, public welfare will not have the time to trust 
to this kind of trial and error procedure. . . 

Second, the majority of the workers dealing with older clients in 
public welfare have been compelled to focus on the mechanics of deter- 
mining and rechecking a soa A and budgets and on meeting emer- 

ency situations (such as transfers to a hospital or nursing home). 
This practice has encouraged a paucity of aoarvon imagination, and 
constructive work in our dealings with the aged. Some workers even 
regard assignment to an OAA caseload as a form of punishment. 

To snub the adequate services that will be required, training must 
revitalize our appreciation of the older client as a precious human 
being, a person with potentials. If this is done, public welfare’s in- 
creased responsibility for service can revive the interest, imagination, 
and positive approach so badly needed. 

Good training, of course, cannot be pulled out of a hat. Based on 
surveys of the problems with which older ore need help, studies 
will have to be made to determine what workers should know. After 
this, the agency will be ready to assemble teaching materials, recruit 
competent instructors, and organize the actual in-service training 
programs for the different kinds of jobs. 


Tue Imp ications oF PREVENTION 


Public welfare’s responsibility for the prevention of dependency in 
old age is increasingly recognized and discussed. Probably the 
majority of State governments have by this time embodied this con- 
cept somewhere in their statutes or other official statements. Gen- 
erally, however, little action has been taken beyond that point. 
Because the impact of aging on our total social and economic struc- 
ture is today so great and so pervasive, among the new directions in 
public welfare there will be a clarification and implementation of 
ways to prevent dependency in old age. 

What are the implications of this responsibility for prevention of 
dependency? What do we mean by preventive programs? 

For public welfare to accomplish this task, our programs must be 
related to the total community, for analysis shows that aged depend- 
ents come to us from all parts of the community. This is another 
impelling reason not to restrict our program to those actually receiv- 
ing financial assistance. 

To do the job, public welfare also cannot limit its concern to those 
who are already officially aged, that is,65 and over. Wemust go down 
the age scale to that variable point at which the problems of aging 
originate. 

For those who are beginning to think that our new directions antici- 
pate absorption of the universe, here is reassurance. Preventive pro- 
grams must be primarily a local responsibility, because only locally 
can the aging be reached prior to dependency. Moreover, these local 
services frequently tend to be planned, operated, and financed locally. 
This has been our experience in Illinois, where the Illinois Public Aid 
Commission has been carrying on intensive work of this kind in 
several pilot counties. The role of the State public welfare agency 
is basically one of providing inspiration, interpretation, and informa- 
tion. 
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What kinds of programs help to prevent dependency in old age! 
There are many . Hbilities, some of which have been discussed in 
preceding pamphlets. To cite only a few examples, there are pro- 

rams of health education, as well as broader education for aging; a!) 
ikinds of activity centers, including crafts and civic and social partici- 


pation; adult education and vocational retraining; and church- 
centered programs. All these, and many others, must be fostered 
until they are integral parts of our community living—until they are 
accepted and used as naturally and as widely as the YMCA or the 
4-H Club or the Red Cross. 

As a corollary of this new role for public welfare, it can be forecast 
that the public welfare ncy will develop more ingenuity and 


imagination in devising additional cooperative arrangements with 
local groups in terms of planinng and providing services for the aging 
and aged. 

Se.rctiviry in SHELTERED CARE 


Apropos rehabilitation, we referred to the economic folly of walling 
up all rail old people in institutions. Abundant recent experience 
(primarily outside of public welfare) has made it clear that agencies, 
including public welfare, will move in the direction of a more dis- 
criminating use of sheltered care. 

The old-fashioned institution, which has been used as a premature 
mausoleum, is on its way out. Discussions in the American Public 
Welfare Association committee on aging and in the national com- 
mittee on the aging of the National Social Welfare Assembly, as well 
as innumerable State and local colloquies, have emphasized this trend 
toward the selective use of group care facilities—“the right person in 
the right bed,” as someone has phrased it. 

We will, course, still have and need the homes for the aged, the 
county homes, and hospitals, nursing homes, hospitals for the chron- 
ically ill, and State mental hospitals; but they will be used differently 
by referring agencies. 

Three factors account for this change. First, it simply costs too 
much to use these facilities as we have done in the past. 

Second, after much thorough and even brilliant study of this 
situation, the institutions themselves and the organizations using 
them have succeeded in clarifying the specific functions each kind 
of institution should serve. As this bnbwiedie spreads, each type of 
agency will receive only those older patients it is best equipped to 
take care of. 

Third, as additional community services are established, fewer 
agencies will have to institutionalize old people because there is no 
alternative. More will be able to stay at home or in some less formal 
and more pres iae living arrangement in their own neighborhoods. 
How public welfare can assist in creating these services and living 
arrangements was described in earlier articles in this series. 


ConsULTANT SERVICE 


As social work has been reassessing its relationship to aging during 
the last decade, an interesting addition has been made to staff services, 
both in public and private agencies. This is the supplementing of 
traditional staff positions with one or more full-time consultants on 

85551—57——11 
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services for aging. This position is not yet standardized although, 
across the country, certain basic functions are emerging in the duties 
performed by this kind of employee. 

The concept of a consultant on aging, or on services for aging (for 
the terms are used interchangeably) seems to have its origin with the 
private welfare councils and with the private family agencies with 
multiple services attached. Most of the existing positions of this 
nature were not established until a decade or so following the begin- 
ning of social security. Initially, jobs were set up on a tentative and 
pragmatic basis, as it became evident to agencies that the conventional 
services of casework and institutional care were not sufficient for older 
people assured of some degree of income maintenance. 

The staff consultant on aging differs somewhat from staff consult- 
ants in other fields, for example, in child welfare. A larger share of 
his activities comprise relationships and organizations outside his 
employing agency, although he also has responsibility for work with 
his own agency’s services. 

Furthermore, the agencies and groups with which he works inten- 
sively are more diversified than those served by other kinds of social- 
service consultants. His help may be sought by corporations and 
unions concerned with personnel programs for aging workers; by 
fraternal and civic groups looking for special projects; by religious 
denominations operating homes, hospitals or other social services; by 
professions, such as education, nursing, or architecture, that want to 
adapt better to the needs of the aging; by county commissioners try- 
ing to determine community needs. To the consultant, also, come 
questions from people in Government, agriculture, sociology, adver- 
tising, radio, television, and the press. . In some agencies, the troubled 
older person comes to the consultant’s office with questions not cus- 
tomarily handled by other staff workers and with problems no agencies 
exist to meet. 

The techniques used by the consultant may include community 
organization, casework, group work, research, and administration. 
He collects information from many fields of knowledge, interprets 
pertinent material as needed, stimulates the creation of essential 
services, and acts as a one man referral service. 

Although this job description sounds like a jack-of-all-trades, a 
look back at the Toutanigns of other social Welk occupations finds 
parallels as new problems created new jobs. Eventually, many of the 
activities of the consultant on aging will be incorporated in the duties 
of other practitioners and in the services of other agencies. Other 
tasks will be assigned to specialized consultants on aging, for example, 
consultation on institutional management or on groupwork programs. 

It is only very recently that public welfare has beatin to employ 
the omnibus consultant on services for aging. This has happened 
because of a growing awareness of the necessity for the program 
expansion which has ‘been the subject of this article. The movement 
has been given more impetus by the recommendations of many State 


commissions and committees on aging and by recommendations from 
community committees. 


Today, the tremendous interest in aging throughout our country 
is stimulating review of the need for program revision in most of the 
major fields dealing with human beings—education, medical care, 
business, and government as well as social welfare. Therefore, the 





STUDIES OF THE AGED AND AGING 149 


trend in public welfare to provide the services of consultants on aging 
for its own programs and for other groups in the community will be 
accentuated. 

Tue Summine Up 


Crystal gazing is always fascinating. The more we gaze the more 
we see. This is the future of public welfare for aging as far as we 
can discern from today’s viewpoint. Certainly the years ahead are 
challenging if our vision is clear. Expansion and development of 
new programs, more vital interaction iyo public welfare and 
other elements of our community, hard work to secure the necessary 
skills for the job—these lie ahead of us, all of us, whether we are 
administrators, practitioners, consultants, or citizen leaders in the field. 

The problems of yesterday to which we gave priority in our program 
planning still require our efforts—the basic problems of poverty, ill- 
ness, chi dren in trouble, families needing help, minorities in distress. 


But the trends we find in public welfare for the aging, in a sense, 
are our reward for past accomplishment. As other areas of social 
distress have been ameliorated and our life span increased, is it not 
logical that we should move on toward the enrichment of maturity, 
firm in our belief that our way of life has still untapped potentialities 
of constructive living for all of our citizens, young and old? 





19. ROLE OF RELIGION IN THE LIVES OF OLDER 
PEOPLE * 


CoNCLUSIONS AND RECOMMENDATIONS 


The conclusions and recommendations which were developed by the 
committee on the role of religion are as follows: 


PREAMBLE: 

The committee on the role of religion of the Governor’s 
Conference on Problems of the Aging wishes to stress the 
responsibility (which though always acknowledged, has not 
at times been highlighted) of all religious groups to teach the 
importance of our Heavenly Father’s command, “Honor thy 
father and thy mother.” Religious leaders will alleviate in 
part the problems of our aging if they attempt frequently to 
spell out the meaning and implications of this command- 
ment; the duties and obligations which children have for the 
physical, spiritual, and emotional well-being of their parents, 
ever mindful of the word of God, “Honor thy father and 
mother that thy days may be long in the land that God hath 
given thee.” 

The committee on the role of religion wishes to point up 
another area of importance if religious leaders are to assist 
effectively our senior citizens: teach through the medium of 
the pulpit and all other public-relations media the undeni- 
able reality that the aging as well as the young possess an 
innate dignity and basic rights which must be respected ; that 
the accumulation of years does not of necessity bring the 
aging to a state of senility; that the aging are persons of 
worth despite weaknesses and faults; that religious leaders 
strive to give to industry, business, and the professions a new 
insight, understanding, and appreciation of the fact that age 
alone does not mean inability to do creative work; that man, 
willing and able to work, should not be cast aside merely be- 
cause he has attained an arbitrary age level imposed unreal- 
istically ; that a culture wherein there is a lack of respect and 
interest for the well-being, the Godlike dignity, and the right 
of its aging population to live useful and satisfying lives, is 
a culture in a state of deterioration, for it must of necessity 
lack respect for all human beings regardless of age. 


RECOMMENDATIONS: 


1. That a clergyman’s guide to services for the aging avail- 
able through official agencies of the State of New York, simi- 
lar to that recently issued on health and welfare services 


1 Source: Charter for the Aging: New York State Conference, convened by Gov. Averell 
Harriman, at the State Capitol in Albany (N. Y.), 1955. 
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prepared by the department of health, be prepared and made 
available to the clergy. 

2. That this committee go on record in support of the rec- 
ommendations made by Senator Desmond that low interest 
loans be granted to institutions caring for the aged and that 
these institutions conform to certain standards in accordance 
with social welfare. 

3. That the legislature be urged to enact the legislation 
necessary to establish a permanent commission on the prob- 
lems of the aging, and that this commission be com , not 
of departmental personnel but of persons selected from the 
ranks of those citizens who are most directly related to the 
peculiar aspects of the problem. Vote: For 20, against 1. 

4. In conformity with the customary principles of social 
justice and righteousness which are the direct concern of the 
State, and because of the growing need for special care of our 
aging population, the committee on the role of religion recom- 
mends that in all State-aided housing projects hereafter to 
be constructed, there be built a greater percentage of adequate 
units solely for aging people who would be eligible for such 
housing, and that such units be built to include social, recrea- 
tional, and health facilities as are now offered for children 
and youth. Vote: For 15, against 6. 


Rowe or RELIGION IN THE Lives or OLDER PEOPLE 


By Geneva Mathiasen, consultant 


We believe that religion is the key to a happy life in old age as it 
is in all ages. The church or synagogue working with and making 
use of its own spiritual and social resources and other social resources 
of the community can be the most effective instrument in helping 
— live out their lives with maximum fulfillment and grace. 

his conviction stems from our belief that man is essentially a 
spiritual being. This is not to overlook the social and economic needs, 
as well as the physical impairment, which hamper the lives of many 
aged people. But the essential lacks which make the later years an 
intolerable burden instead of a crowning glory are the deprivations of 
the spirit. 

The psychiatrist Jung has said that man does not fear death so 
much as a loveless old age. Lovelessness in this sense implies not 
only being unloved, but unloving. A sense of the all-encompassing 
love of God is the basic emotional security and firm spiritual Scie 
tion for prore who face the end of life. Yet it is difficult for a 
person who feels rejected by man to have a sense of the love of God. 
And any person who has dealt with numbers of old age people in a 
relationship of any depth is aware of the frequently prevailing feelin 
of rejection by family, friends, employer—suciety itself. The churc 
and synagogue must take positive action in order not to be included 
among the agencies of rejection. 

We believe also in the vast potential of spiritual strength in older 
people. It has frequently been pointed out that all capabilities develop 
and grow through exercise and deteriorate tlirough inactivity. This 
principle has been dramatically applied in the physical rehabilitation 





152 STUDIES OF THE AGED AND AGING 


of elderly people, in such instances as restoration of muscular. move- 
ment after stroke. The principle has not been so clearly enunciated 
with respect to spiritual development. 

Dr. Lillian Martin reported that among the first 200 elderly people 
who came to her center for counseling, not one, when asked to write 
down his daily schedule, included a period for meditation and prayer 
or other spiritual exercise. There are, on the other hand, innumer- 
able examples of a maturing religious development in elderly people 
whose background of life experience and release from active and 
pressing activity allow time for contemplation and the distillation of 
wisdom. One religious leader, interviewed in the course of preparing 
this memorandum, pointed out that throughout much of man’s life 
activity often serves as a distraction which prevents his search for 
understanding of himself in relation to the universe and eternity. As 
activities slacken, religion may serve to help the older person to deeper 
understanding of his own self, and give him a sense of the continuity 
and purposeful meaning of life. Of this state Ecclesiasticus wrote: 
“Q how comely is judgment for a gray head, and counsel to men of 
honor! Much experience is the crown of old men, and the fear of 
God is their glory.” 

Another leader expressed the belief that many older people turn to 
religion for comfort and spiritual sustenance as they face, perhaps 
for the first time, the reality of death. 

Religion can play a further role in the lives of the aged, because 
intrinsic to all faiths is belief in the supreme worth of human beings 
as children of God. Many old people, through loss of work and 
prestige, lowering of income, frustrations in realizing their life’s 
desires, loss of contemporaries who knew them in their days of strength 
and accomplishment, accept society’s superficial judgment and have 
little regard for their own worth. 

In both Judaism and Christianity the religious commandment, 
“Honor they father and thy mother,” reaches beyond the blood ties 
of immediate relationship to embrace all children of God as members 
of one great family. This divine concept, humanly applied, has power 
to restore the failing courage and renew creative spirit. 


The role of the church 


Religious leaders are the first to recognize that in many instances 
the religious institutions have shared in our country’s tendency to 
glorify youth and disregard the elderly. In recent years, new under- 
standing has come about the problems and potentialities of people in 
the later years and, this, too, is being reflected in religious tiemutre 
and in attitudes and programs of churches and synagogues. Of par- 
ticular significance, as a result of serious study, is the new respect for 
the strength of the aging person both physically and spiritually. 
Doctors no longer accept the pains and ills of elderly people as inevi- 
table, and encourage the greatest effort to maintain and restore maxi- 
mum activity. Leo Simmons, in Role of the Aged in Primitive So- 
ciety, points out that for the aged “social participation rather than 
withdrawal has been the course of greatest reward.” Dr. Lillian 
Martin has a word of warning against religious texts that “invariably 
deal with the poenins acceptance of life’s trials and crosses,” and 
suggests those that “hint at courage and purposeful effort.” 

Seward Hiltner, in a paper entitled “Religion and the Aging Proc- 
ess,” has this to say about older people and the church: “A generation 
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or so ago, the cry to young ministers about to undertake their work 
was: ‘Young people.” The church which got the young people was 
to be the church of the future. Now we find ourselves in the curious 
situation in which, although there are just as many young people as 
before and as many of en proportionately in the churches, the 
frontier of the churches’ ministry has shifted * to older rather than to 
younger people. Although there is still a very great deal to learn 
about ministry to young people, the modern church feels that it has 
had at least some experience with this. With regard to older people, 
however, the problem seems wholly new; and in the present numbers, 
it is new. Not a few young ministers go out to their first churches 
these days to discover that anywhere from 25 to 40 percent of their 
members are over 60 years of age. * * * Today, there seems to be 
a growing number who will accept this situation as a challenge, and 
consider it a frontier to try to gear a proper parpestion of the church’s 
program to the resources and problems of the older age group. 

“What programs the churches have for, with, and by older people 
seem less important than the understanding, first by the minister and 
then by his congregation, of both the problems and potentialities of 
older years, and the dialectical relationship between them. If such 
understanding is present, good program is likely to follow. If it is 
absent, no program is likely to be deeply meaningful.” 


Rites of the church and the practice of religion 

The first service of the church is the opportunity it affords for par- 
ticipation in the rites and sacraments of worship. It is of primary 
importance that elderly people feel welcome and are accepted as 
belonging to the fellowship of the church or synagogue. Probably. 
the two greatest problems older people have to face are idleness and 
loneliness. They have the time and the need to participate in con- 
gregate worship. This participation can give a sense of belonging, 
not only to the immediate congregation But to the great body of 
worshiping men and women around the world. 

Some religious leaders frankly say they are not sure how much 
elderly people in their congregations are motivated by the desire to 
worship or the desire for human companionship. 

Either motive surely provides great opportunity for the ministry 
of the church. - 

Effort may need to be expended in transportation, provision of 
hearing aids, thoughtful seating in front pews, or even special services 
to make participation in worship possible. One community arranged 
for use of the school bus on Sunday for this purpose. In another city 
a regular Sunday afternoon vesper service was held under the auspices 
of a council of church women. Care was taken to invite those who 
were not members of any religious group to attend. 

Due regard for possible infirmities of age need to be shown in the 
architectural details of buildings for religious purposes? A long 


2 One of the committee members, in commenting on the quotation from Dr. Hiltner, has 
pointed out that. “the frontier of the church’s ministry has not shifted, but rather 
broadened to a fuller understanding of the social as well as the spiritual needs of the 
aging. In this day of emphasis on juvenile delinquency, the church cannot be said to 
have “shifted her frontier away from younger peonle.’ 

He also felt that it was not the problem of aging itself which is wholly new—that the 
prob'em’s newness is primarily the present numbers of longer living people. 
coctunat tka tures teenae aod y te i ——e or remodeling note the archi- 

"res recommende y the subcommittee on housing the > 
apply equally to public buildings. ——— oo oe 
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flight of steps to a sanctuary or meeting room may be a crueial deter- 
rent to aged people who wish to enter. In Rochester, the locale of an 
activity room was changed to eliminate the climbing of steep steps. 
Toilet facilities on the same floor as meeting rooms were also provided, 
Chaplaincy service 

Particular attention must be paid to the spiritual ministry of 
those elderly persons unable through illness or infirmity to attend 
public worship. In hospitals and homes for the aged specially trained 
chaplains are sometimes available for this service, usually in fairly 
large cities. Rites and sacraments are taken to the bedside, if neces- 
sary, and congregate worship is held in chapels for all able to attend. 
Where a regularly assigned chaplain is not available, pastors and 
rabbis are often called upon to add this service to their schedule of 
duties. 

The inadequacy of chaplaincy service in New York State is a 
matter of great concern to religious leaders. 

In one State hospital where there are 3,000 Jewish patients, the 
services of 1 part-time and 1 full-time rabbi are provided; in another, 
1 chaplain serves 1,100 patients. Similar situations prevail among 
all the faiths. 

One of the recommendations of this committee of the governor’s 
conference is an investigation of the chaplaincy service to older 
people in public institutions, and the initiation of improvements nec- 
essary to bring the standards of personnel giving spiritual care in 
line with those giving physical care. 


Pastoral counseling 

People of all ages need counseling, particularly in times of emo- 
tional crisis, in periods of suffering, or in moments of decisions. Most 
elderly people have been accustomed to counseling others and often 
find it difficult to seek or accept help for themselves. For many, the 
minister, priest, or rabbi is the most acceptable counselor. In this 
relationship it is important that some of the characteristics of elderly 
people in general, as well as the individual, be understood. Dr. Maves 
and Dr. Cedarleaf devote one section of their book, Older Peonle and 
the Church, to pastoral care of older people. They illustrate the need 
for “understanding love,” recognizing the fact that talks with older 

eople take more time since they often experience difficulty in verbal- 
izing their fears, frustrations, and resentments. They warn, also, 
that the counselor himself may be adversely influenced by his own 
een with elderly relatives or his feelings about his own 
old age. 

Pastoral calls on the elderly are apt to be time consuming. Maves 
and Cedarleaf point out that there are few pastors who can spend 
more than 15 hours a week in pastoral care, a third of which may 
be devoted to visiting elderly shut-ins. The inadequacy of this amount 
of time is self-evident. It suggests the need for increased chaplaincy 
service and also the use of lay people. 


Social service under religious auspice 


Religious law and precept of Judaism and Christianity have made 
concern for human beings in need an inescapabe responsibility of 
church and synagogue. The forms of social service provided under 
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religious auspice have varied according to historical necessity and 
social environment. 

One member of the committee has suggested that special member- 
ship arrangements in religious institutions should be made for people 
in the aging groups with reduced incomes. On the one hand, their 
self-respect should be maintained by enabling them to become and 
remain members in good standing. On the other, financial arrange- 
ments should be adjusted so as to obviate needless hardships. 

It has also been pointed out that the social and spiritual needs of 
older people are not limited to those with economic need. Feelings 
of loneliness, uselessness, and rejection may be experienced by elderly 
people with substantial incomes. 

Homes for the aged 

The traditional service to the aged of religious groups has been 
institutional care. Begun in the 19th century, this service has grown 
until there are approximately a thousand homes under religious 
auspices. These homes were usually established for those in financial 
need, and residents were accepted for life care on whatever financial 
arrangement they could afford. In recent years, with the increase of 
life expectancy, many homes encountered serious financial problems, 
and in some cases standards were lowered. In recent years a new 
concept of social security which has made old-age assistance available 
to elderly people in need has to a large extent altered the pattern of 
financing. Costs are reckoned on a monthly basis, and residents un- 
able to pay are helped in obtaining old-age assistance without em- 
barrassment. In many instances the increased income from residents 
has made it possible to «llocate donated funds to provide a better 
standard of care. Social security has also made it possible for those 
seeking sheltered care for purely financial reasons to maintain inde- 
pendent living. Hence, homes for the aged tend more and more 
to accept those persons whose physical or emotional conditions indi- 
cate the need for a sheltered environment. Institutions are under- 
going gradual but important changes with respect to type of resident 
and standards of care. For the most part, though not always, homes 
under religious auspices have exerted leadership in improving their 
own standards and in encouraging licensing legislation which sets 
minimum standards for all. Many homes do not yet recognize the 
importance of recreational and activity programs. Others feel they 
cannot afford the services of specialized personnel. Under the aus- 

ices of the Federation of Protestant Welfare Agencies of New York 
City arrangements have been made for a group of homes to share the 
service of such specialists. 

Some religious leaders through chaplaincy or friendly visiting 
services have found poor standards existing in homes under public 
auspices and in proprietary nursing homes. 

ne of these who has had extensive experience in chaplaincy and 
counseling service has expressed the belief that most older people, par- 
ticularly those with a strong religious background, even though they 
may not have been actively affiliated with church or synagogue, prefer 
to live in institutions under religious auspices. 

Hence the suggestion has been made that the State provide funds 
for construction and maintenance of institutions under religious 
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auspice rather than extend the public program, as the numbers need- 
ing institutional care increase. The same suggestion has been made 
with regard to noninstitutional housing. Regardless of auspice, it is 
important that religious leaders be aware of the standards of care 
srovided. In the case of inferior care, it may be wise to investigate 
local practice with respect to the amount paid for care of old-age 
assistance clients, since a part of this amount comes from local rev- 
enue and is to a certain extent subject to local determination. 

In all institutions, facilities for worship and services of priest, 
minister, and rabbi must be available. 

Foster-home program 

A growing type of service to older people is a foster-home program. 
Many elderly people prefer living in a warm family atmosphere 
rather than in an institution when they can no longer live independ- 
ently. The Jewish community has exercised considerable pioneering 
leadership in this field. In Brooklyn, the Conference of Catholic 
Charities operate an extensive foster-home program for older people. 
The Council of Churches of Hartford (Conn.) has wiedinalll a 
very interesting film on this subject entitled, “The Door That Opens 
Wide.” In the picture a minister aids a family where relations have 
become unhappy through living arrangements involving a grand- 
parent. Through the family counseling agency of the community a 
solution is reached through a foster-home arrangement. 

Many churches might experiment with such a program in coopera- 
tion with the appropriate social agency, or individual families in a 
congregation might wish to make their homes available to foster 
parents, as some now do to foster children. 

Friendly visiting program 

Most of the shut-in elderly people are lonely. One of the most 
useful services the church can give is a friendly visit at regular in- 
tervals. The loneliness may be particularly acute in a nursing home, 
which often offers little to its patients except nursing care. Many 
churches have utilized their elderly parishioners in this program. 
Some churches and other organizations with considerable experience 
with friendly visiting programs have emphasized the need for some 
guidance for visitors to the elderly. Some training courses have been 
given. Among these is one in connection with the Conference of 
Catholic Charities in Greater New York. Names of persons desiring 
such service are given to the agency by the department of welfare. 
Volunteer visitors are recruited from the National Council of Catholic 
Women and the Ladies of Charity. A representative of the depart- 
ment of welfare gives the first talk in the training course. Regular 
meetings of the volunteers are held under professional case work su- 
pervision of the conference and reports forwarded to the department 
of welfare. 

Several guidance pamphlets for volunteers have also been prepared. 
Two of the best of these are entitled, “The Friendly Visitor Program: 
A Volunteer Service,” published by the Welfare Federation of Cleve- 
land, Ohio, and “The Friendly Visiting Program Among the Aged,” 
by the E. D. Farmer Foundation for the Aged in Dallas, Tex. See 
also Friendly Visitors, the seventh in a series of reports on How 
Public Welfare Serves Aging People by the American Public Welfare 
Association. 
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In one community a citywide friendly visiting program was 
planned under the auspices of the Council of Churches. This was 
planned to serve older people of all faiths or without any religious 
affiliation in hospitals, lntlae for the aged, nursing homes, or their 
own homes. 


Including older people in the church program of sociability and social 
service 

These programs offer solace to older persons who suffer from lone- 
liness or feelings of uselessness. The investigation of Dr. Maves 
showed wide variation in the participation of older people in church 
activities. Some church groups tend to become social clubs and 
elderly people, particularly newcomers to the community, are not 
readily accepted to membership and fellowship. There are, however, 
many reports of church service and fellowship groups in which all 
ages are happily integrated. 

It has been suggested that special thought be given to creating 
groups reflecting the special interests and skills of older people, such 
as sewing and other handicrafts. 

A few groups have experience with providing opportunities for 
sale of handicraft material or other methods of helping elderly people 
augment income. The sisterhood of a Jewish congregation in Roches- 
ter has organized a babysitting program utilizing the services of 
elderly women. Special mention should be made of the pioneering 
work in full- and part-time employment of older workers of the Fed- 
eration Employment Service of New York City. 


Golden age clubs and social centers 


There is no single answer to the question of whether it is preferable 
for older people to be a part of a group including other ages or to 
have a separate group with a lower age limit, usually 60. Some pre- 
fer one type; some another. Experience has shown, however, that 
many elderly people can feel comfortable only in groups of their 
contemporaries. 

Church facilities are often ideal meeting places for such groups, 
which may be for men or women or both, meet once a month or every 
day, be open to members of church or synogague only, or serve an 
entire community. 

Under Jewish auspices such groups are usually held in the syna- 
gogue center or Jewish community center. The Council of Jewish 
Women has taken leadership in establishing such programs in many 
communities on a nonsectarian basis. The council is celebrating its 
10th anniversary of program activity in this field and now sponsors 
about 150 clubs throughout the country, about 30 of which are in 
New York State. 

Several Catholic parish houses in the archdiocese of New York 
provide meeting space and professional leadership (sometimes includ- 
ing both group work and case work counseling) for golden age groups 
which are open to all regardless of religious affiliation. A number of 
Protestant churches also have made the church facilities available 
on a communitywide basis. 

In some instances religious groups prefer to sponsor golden age 
programs in facilities available in the community. In Rochester, 
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N. Y., such a program is carried on under the interfaith committee 
sponsored by the Catholic Women’s Club, the Council of Jewish 
Women, and the Council of Church Women. It has been developing 
since 1946. The programs are held in a variety of buildings—a settle- 
ment house, school, Kraft Shop, etc. Clubs meet weekly, are estab- 
lished on a neighborhood basis, promoted through an interfaith com- 
mittee, and conducted entirely by volunteers. In May 1955 the city 
of Rochester was given a spacious house and grounds and at the sug- 
gestion of the interfaith recreation for the aging committee a center 
for older people was established there. Camping and day campin 
have also been carried on. (A fuller report of this project is availa le.) 

As an example of the service projects carried on by older people, 
the Friendship Club of East Bronx (New York City) Community 
YM-YWHA produced for Mount Sinai Hospital 250,000 rolled pack- 
aged bandages in the first year of the project’s operation. 

It has been proposed that more adequate public funds should be 
made available for buildings and staff of centers for older people, 
under voluntary management and direction. 


Use of the pulpit and religious group programs as an educational 
medium 

Churches and synagogues can play a significant part in changing 
the popular attitude toward older people. Since they have access to a 
broad cross section of the public they can do much to interpret the 
needs of older people for employment, decent housing, volunteer serv- 
ice, etc. Some congregations give public recognition to persons who 
have been members 30 years or more. 


Using community resources 


While there is no substitute for the friendly interest and concern 
of priest, minister, or rabbi, and for the social services of the church 
and synagogue, and the elderly person may derive great support from 
the knowledge that these persons may be called upon in emergency, 
there are certain problems which can only (or best) be met by some 
other community facility. It is important that both clerical and lay 
leaders be aware of the facilities available for medical and nursing 
care, financial help, institutional care, etc.—or that they be familiar 
with resources for referral for these services. Often an elderly person 
will be more receptive to the social services if referral is made through 
the church. Many communities now have citywide committees to 
survey the needs of local aged persons and to plan for concerted action 
to meet them. Representatives of religious groups are essential par- 
ticipants in this form of community effort. 

The proposal has been made that the State of New York should 
issue A Clergyman’s Guide to Help for the Aging Through Official 
Agencies in New York State, similar to the Clergyman’s Guide to 
Health and Welfare Services, prepared by the department of health. 

Some religious leaders have expressed a desire that the church 
should concern itself more actively with matters of legislation which 
concerns older people—such as social security. 

It has also been suggested that there is need for much more dis- 
cussion by priests, ministers, and rabbis as well as lay leaders about 
the needs of older people and the ways in which church and synagogue 
can help. 
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Examples of conferences and publications for and about aging 


In New York State Dr. Paul Maves of Drew Theological Seminary 
ave a series of lectures on service to older people at the Syracuse Area 
astor’s School on the campus of Syracuse University. 

Dallas, Tex., conducted a one-day interfaith conference on aging. 

The department of Christian social relations of the Episcopal Dio- 
cese of Ohio held a 4-day conference in July for senior church men 
and women. 

Similar meetings are held under the auspices of the Methodist 
Church, which also conducts an annual leadership conference for per- 
sons working in programs for the aged. 

Mature Years is a quarterly magazine for older people published 
by the Methodist Publishing House. 

Presbyterian Home News, 1955 Mother’s Day edition, is an illus- 
trated description of philosophy and programs of Presbyterian 
homes of central Pennsylvania. 

Residents of Mary Manning Walsh Home in New York City issue 
a publication entitled Chat. 

he December issue of Social Progress published by the depart- 
ment of social education and action by the Board of Christian Educa- 
tion of the Presbyterian Church was devoted to America’s Senior 
Citizens. 

The September 1954 issue of Pastoral Psychology was devoted to 
service to older people. 

The Council of Jewish Federations and Welfare Funds publishes 
many practical reports on social service, institutional care, and com- 
munity organization. One of the recent publications was Historical 
Perspectives on Care of the Jewish Aged by Morris Zelditch. 

Two publications published by the National Council of the Churches 
of Christ in America are Older People and the Church by Paul Maves 
and J. Lennart Cedarleaf; and The Christian Religious Education of 
Older People by Paul Maves. 

A report of the section on religious programs and services, of the 
National Conference on Aging, 1950, is to be found in Man and His 
Years, pages 205-225. 

Two articles of interest related to activity programs and camping 
by Rabbi Isaac N. Trainin are as follows: 

Tomorrow They Shall Live, Reconstructionist, June 4, 1954. 

A Bit of Sunshine at Twilight, Reconstructionist, March 18, 1955, 

The Church’s Ministry to Older Adults prepared by William T. 
Swain, Jr. for the Lenten School of Religion, Market Square Pres- 
byterian Church, Harrisburg, Pa., is available in mimeographed form 
from Presbyterian homes of central Pennsylvania. 
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Apprenpix A 


Institutional care in New York State 


Total New York Upstate 
City 





Private homes for the aged 

Publie homes-___-.-_-- htt 5 

Homes, temporary and special, for adults. _-............----- 
Incorporated convalescent and hursing homes..-........-..- pad 
Proprietary nursing homes..............---.-.----+.-.-.------ 
Proprietary convalescent homes.............-...--------------] 





Jewish 

Roman Catholic 
Protestant 
Nonsectarian 
Unknown 


Appenpix B 
Private INsTITuTIons In New Yorx« City 


Facts from a study of 71 private homes for the aged serving residents 
of New York City. 
Catholic sponsored 
Jewish sponsored 
Protestant sponsored 
Nonsectarian sponsored 
Admission 

Usually age 65 (68). (Average age of residents 76. Over 70, 
86 percent.) 

Both sexes—57; only women—13; only men—1. 

Stipulation on religion—40. 

Stipulated entrance fee ($400-$3,000)—12; combination entrance 
fee, monthly payment, life care contracts—63. 
Public assistance residents 

Fifty-three homes had residents receiving old-age assistance (about 
26.3 percent). 
Waiting lists 


Thirty-six homes reported waiting list of 4,106 with total capacity 
6,362. 


Chapels and religious service 

Forty-nine had a chapel, 22 did not. No religious service—1; 
monthly—2; semimonthly—3; weekly—28 ; daily—39. 
Chaplains 

Sixty-nine chaplains—16 paid full-time; 16 paid part-time; 37 
volunteer. 


1 New York City’s Senior Citizens, Report of the Mayor’s Advisory Committee for the 
Aged, vol. III. 
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A. INTRODUCTION 


No study of the aging and aged in America can be complete if it 
fails to recognize that programs for older veterans are affecting an 
increasingly large part of our elderly population. By the year 1960 
war veterans aged 65 and over will comprise one-fourth of the tota 
male population 65 and over, and the —— is expected to in- 
crease progressively so that by the end of the century nearly two- 
thirds of the male population 65 years of age and over will be com- 
posed of veterans. 

To meet the Nation’s responsibility to the men and women who have 
served in the Armed Forces, the Congress over the years has enacted 
a wide variety of legislation for veterans. (Volume I of this series 
Federal and State Activities, includes an inventory of programs of 
the Veterans’ Administration which affect older veterans and vol- 
ume IX, Summary of Federal Statutory Provisions, includes a 
résumé of pension and compensation laws and regulations.) 

One of the most important programs for aging veterans is the 
Veterans’ Administration’s comprehensive system of medical care, to 
which the present volume is entirely devoted. This medical care 
program includes hospital and domiciliary care, rehabilitation and 
retraining facilities, and a variety of therapy programs as well as 
outpatient and social welfare services. In carrying on this broad 
program, the Veterans’ Administration has accumulated valuable 
practical experience with the broad health problems of a representa- 
tive group of elderly people. 

At the request of the committee, the Veterans’ Administration pre- 
pared a special report describing its program for the medical care 
of the aging veteran. Except for a section entitled “Medical Research 
and Special Studies by the Veterans’ Administration,” which appears 
in volume X of this series, the report as submitted is printed in this 
volume. In forwarding the material, the Administrator of Vet- 
erans’ Affairs made the Following comments : 

NOVEMBER 14, 1956. 
Hon. Lister Hitt, 


United States Senate, 
Washington, D. C. 


Deak SENATOR HILv: It is most encouraging to learn from your letter of Sep- 
tember 12, 1956, that the Senate Committee on Labor and Public Welfare has 
been authorized to conduct staff studies of the problems of aging. 

The social and economic implications of the progressively increasing age of 
the veteran population have accentuated this problem in the Veterans’ Admin- 
istration. Our problem is a combined one: that of the aging population, plus 
the comparative increase of veterans with chronic disabling conditions. Age 
and chronicity are definitely releated since senascence is an important factor in 
the development of chronic disease. Veterans are beyond the first 2 decades of 
life, thus excluding from our consideration any portion of that large segment 
of the population within the first 2 decades. By necessity our attention has 
been focused on a part of the population whose average age exceeds that of 
the average citizen by some 6 years. 

I hope that the material enclosed will be of assistance in your overall con- 
siderations * * *. 

Sincerely yours, 


H. V. Hierry, Administrator. 


The committee greatly appreciates the cooperation of Mr. Hig- 
ley and the members of his staff who assisted in preparing this valu- 
uable material. 


Im 
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B, FOREWORD 


The fact that the information herein contained is readily available 
represents a clear indication of the seriousness with which the Veterans’ 
Administration has come to view the problem of the aging veteran, 
However, in speaking of the “geriatric” problem it must be recognized 
that we are actually speaking of the problem of chronic disabilities, 
While senescence is indeed a most important factor in the development 
of chronic disease and disability, there are two points to remember: 

1. The process of aging is variable with the individual, so that mani- 
fest. evidence of true senescence associated with chronic disease and 
disability may be found in one who is relatively young in terms of 
chronologic age. 

2. There are a number of conditions, such as injury to the spinal cord, 
poliomyelitis, multiple sclerosis and others, which, although they in- 
volve individuals in the younger age groups, may, by their very nature, 
resolve themselves into chronic disabling conditions and thereby pre- 
sent problems which are akin in many ways to those of the geriatric 

atient. 
. The material herein presented has been developed by the Office of 
the Assistant Chief Medical Director for Planning, Department of 
Medicine and Surgery. Statistica] information was compiled by the 
Reports and Statistical Service, Office of the Controller, Department 
of Teiicins and Surgery. 

The Veterans’ Administration has been and is actively planning to 
face the fact that within the next 10 years the average age of our 
2 ore of which the veteran is an integral part, will reach the 

evel where medical programs will be focused to a great extent upon 

the geriatric patient. In line with this, the comprehensive medical 
care of the hospitalized pest, followed by an early return to his 
home and community at the conclusion of hospital treatment, has be- 
come a matter for increasing emphasis in dealing with this type of 
patient. It should, of course, be pointed out that no patient unable to 
care for himself is discharged from the hospital unless there is assur- 
ance that he will subsequently be cared for a the family, local social 
and health agencies, or in some other satisfactory manner. 

In order to appreciate the extent to which the Veterans’ Administra- 
tion can assume the responsibility for the care of these patients, it must 
be renoginest that after the veteran has been discharged from the 
hospital, outpatient treatment can be administered only within the 
restrictions imposed by law (e. g., for service-connected conditions, 
etc.). Inthe majority of instances, therefore, medical care outside the 
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hospital has to be provided by other means. In general, other re- 
sources available to the community must be called upon to meet this 
need. 

The Veterans’ Administration is constantly exploring methods of 
approach to this problem and is orienting and educating its personnel 
to insure the adequate medical care of patients within this category. 
However, it is felt that unless other elements of the community become 
similarly oriented to the peculiar requirements of this group of indi- 
viduals, the program of medical care will not accomplish its purpose. 
Toa limited extent the Veterans’ Administration has undertaken to 
assist in such orientation of the community. The program of plan- 
ning for the patient’s discharge has been designed to reach the com- 
munity through its representatives on the Veterans’ Administration 
Volunteer Services Committee at the local hospital level and at the 
national level as well. Further, it is essential that other agencies 
within the community continue to develop their own interrelated pro- 
grams leading to a universal understanding and acceptance of their 
respective responsibilities with regard to the care of these patients. 

It should be noted that aside from the medical aspects of geriatric 
eare, socio-economic factors are extremely important in any considera- 
tion of the program. The amount of monetary awards of Federal, 
State, or other pension or compensation may significantly determine 
the individual’s ability to meet costs of living, medical care, and other 
financial obligations. Special grants such as in the case of specially 
adapted housing for eligible veterans in accordance with Public Law 
702, 80th Congress, as amended by Public Law 286, 81st Congress, may 
become very pertinent in the resolution of housing problems in certain 
instances. Another factor of interest to the Veterans’ Administration 
is the payment of death benefits under the national service life insur- 
ance or other Government insurance programs; while this, of course, 
would no longer concern the deceased veteran, it is still of concern to 
beneficiaries of the insurance who may themselves have reached the age 
level to be experiencing problems of a geriatric nature. The protec- 
tion afforded by life insurance under such circumstances represents a 
factor of no small significance. 

The statistical data contained in the following background material 
show the magnitude of the problems facing the Veterans’ Administra- 
tion by virtue of the increasing age of veterans and the concomitant 
increase in the proportion of veterans with disabilities of a geriatric 
nature. 

C. BACKGROUND MATERIAL 


1. Types of medical activities operated by the Veterans’ Administration 

The Department of Medicine and Surgery of the Veterans’ Admin- 
istration has three types of facilities in which it cares for eligible 
veterans: 

Hospitals for the care of veteran patients, of which we have 173, 
divided by specialized categories into the following: 112 general medi- 
cal and surgical hospitals, 21 hospitals for the care of tuberculous 
patients, and 40 hospitals predominantly for the care of psychiatric 
patients. 

Domiciliaries for the veterans presenting a disability of a degree 
which interferes with their participation in a gainful occupation. 
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These veterans are not called patients but members. In general, they 
do not require hospital care for their disabilities per se and are them- 
selves in part, able to take care of their daily needs. These domiciles 
aaa for veterans what the better county, State, fraternal, and 
religious homes for the aged represent for the nonveteran civilian 
population. 

e third type of facilities operated by the Veterans’ Administration 
is the outpatient clinics of which we have 101 in operation. As stated 
previously, under existing laws the Veterans’ Administration restricts 
outpatient care of veterans to their service-connected conditions. 


2. Age aaa ve of veterans cared for in Veterans’ Administration 
spit 

With regard to the ages of veterans actually cared for in hospitals, 
a census of patients remaining in Veterans’ Administration hospitals 
on November 30, 1955 (based on a 25 percent sample), indicated that 
of 112,064 patients 15,084 were over 65 years of age. Of the tuber- 
culous patients, 9 percent were over 65 years of age; of the neuro- 
psychiatric patients, 11.8 percent were over 65 years of age; and of 
the general medical and surgical patients 18.3 percent were over 65 
years of age. As of November 5, 1955, the average age of patients 
in_ Veterans’ Administration hospitals was 48.4. The average for 
tuberculous patients was 46 ; the average for neuropsychiatric patients 
was 47.5; and the average for general medical and surgical patients 
was 51.2. The average ages of groups of patients cannot be translated 
directly into terms of effect on our hospital system without considering 
the chronicity of disease and its effect upon the length of stay. 

On November 30, 1955, 8.5 percent (9,525) of the 112,064 patients 
in hospitals had been under care for more than 20 years; 31.8 percent 
(35,636) had been in hospitals more than 5 years. Of tuberculous 
patients 3 percent (385) had been in hospitals for 5 years; 27.4 percent 
(3,517) had been in hospitals for 1 year or more. Of the 55,560 
psychotic patients, 82.6 percent (45,893) have been hospitalized 1 year 
or more, and 62 percent (34,447) have been hospitalized 5 years or 
more. 


3. Age distribution of veterans cared for in domiciliaries 


The members of our domiciliaries represent closely their counter- 

arts in the civilian population and present problems similar to those 
in civilian life who are taken care of in homes for the aged. The 
increase in average age is more marked in this group than among hos- 
pitalized patients. On June 30, 1956, there was an average daily 
member load of 16,814 in Veterans’ Administration domiciliaries, and 
approximately 8,739 in State homes. Average age of veterans in 

eterans’ Administration homes is 62.2 and in State homes, 62. 


D. A SUMMARY OF AVAILABLE DATA ON THE NUMBER AND PROPORTION OF 
VETERANS WHO ARE OVER AGE 50, 60, AND 65, AS WELL AS FUTURES 
PROJECTIONS 


That portion of the po ulation which is of concern to the Veterans’ 
u 


Administration as of July 1, 1955, is some 21,878,000 veterans whose 
average age as of July 1, 1955, was 38 years; however, 698,000 of these 
veterans were 65 years of age or over. 
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Estimated age distribution of living veterans in civil life as of June 30, 1955, 
1960, 1970, 1985 


{In thousands] 
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Source: Reports and Statistics Service, Office of the Controller, Estimates of Population, Dec. 15, 1955. 
Estimated cumulative age distribution of living veterans in civil life as of 
June 80, 1955, 1960, 1970, 1985 


{In thousands] 
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Source: Reports and Statistics Service, Office of the Controller, Estimates of Population, Dec. 15, 1955, 


By 1960 it is estimated that the average age will be 42 years, with a 
total of 1,780,000 over the age of 65 years, By year 1985 it is esti- 
mated there will be 4,508,000 veterans 65 years of age or over. The 
following projections are based on the assumption that no other 
emergency will occur that would materially increase the veteran popu- 
lation. These data indicate the potential increase in the average age of 
the veteran population. 


E. SPECIAL PROGRAMS, NOTABLY IN HEALTH AND HOSPITAL CARE, IN EFFECT 
IN THE VETERANS’ ADMINISTRATION TO ASSIST OLDER VETERANS 


1. Care of patients with long-term illness in Veterans’ Administration 
hospitals 

The problem of providing proper care for the growing number of 

chronically ill, long-term veteran. patients has been of special concern 

for many years. A Veterans’ Administration program has now been 
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developed to provide active rather than custodial care for those pa- 
tients who no longer require a definitive type of hospital treatment, 
but who cannot meet the minimum medical criteria for domiciliary 
living. During the late thirties, an attempt to plan for the veterans of 
World War I led to the establishment of a study program at the Veter- 
ans’ Administration Center, Los Angeles, Calif. This study was inter- 
rupted by World War II. The increased load of veterans thrust upon 
the Veterans’ Administration following World War II, the ever-in- 
creasing proportion of Veterans’ Administration beneficiaries with 
chronic disabilities, coupled with the increasing age of the veteran pop- 
ulation, necessitated a new look at this situation so that suitable long- 
range plans could be made to cope with this problem. 

In a report to the President from the Committee on Veterans’ Med- 
ical Services in 1950, it was stated that— 


one of the primary problems in the Veterans’ Administration 
in the future wil be chronic disease in an aging veterans’ 
population. This is true for both physical and mental illness. 
There is now, and will be increasingly in the future, need for 
an intermediary type of hospital. 


The Committee then recommended the development of this inter- 
mediary type of hospital program as an integral part of the total 
Veterans’ Administration medical service. However, following care- 
ful study, the Veterans’ Administration has adopted the pohey of 
avoiding the establishment of separate hospitals for chronic patients. 

The Veterans’ Administration is faced with the necessity of provid- 
ing a modified kind of medical care program—modified in the sense 


that these patients, who have lost their ability to get about and to 
take care of their daily needs, continue to require certain elements of 
nursing, attendant, and other paramedical care. This care—the 
quality of which must equal that of other Veterans’ Administration 
medical care—needs to be provided under the supervision of qualified 
and interested physicians who will develop and maintain a compre- 
hensive Supports maintenance, and preventive medical prograi, 
1 0 


without which there will be a growing drain upon tax dollars for 
protracted and more expensive hospitalization. 

The organization of special bed services or bed units has been the 
subject of considerable deliberation and discussion. As indicated 
above, one fact is certain: Separate chronic disease hospitals would be 
doomed to failure since requisite qualified medical staff could not be 
long maintained. However, as part of an acute hospital, well-trained 
personnel, as well as concomitant supporting peateanional services, 
are constantly available, on a consultant or continuing basis, as re 

uired. For this reason, as well as for others, where beds for older 
chronic patients exist in a center with a domiciliary and a hospital, 
they are to be an integral part of the hospital rather than the domicil- 
iary section. 

It was a natural development for pilot programs to spring up first 
in those centers where domiciliaries exist. Five pilot units compris- 
ing 1,109 beds have been established during the past 7 years at Bath, 
N. Y., Bay Pines, Fla., Dayton, Ohio, Kecoughtan, Va., and Los 
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Angeles, Calif: Each of these was conducted to fit local needs and, 
since the program was limited by available physical facilities, patient 
types varied considerably. Attempts to evaluate the relative merit 
of patient care at these five centers have not been entirely successful. 
Each appears suitable for the type of pesonr receiving care but 
cannot be used as a model for the establishment of further units. 

There are several broad basic principles governing a procedural 
approach to the problem. To begin with, the  Rroaram needs to be 
adjusted to provide care for the chronically ill long-term patients 
now in Veterans’ Administration hospitals and domiciliaries rather 
than to provide care for all chronically ill veterans now living at 
home or in community facilities. The pragan s function is to 

rovide active, rather than custodial, care for those now in the 
Velen Administration system who no longer need definitive hos- 

ital treatment, cannot return home, and are unable to live in a 
domidilisey. It is not intended as a device to provide cheap care but, 
rather, to provide better care, perhaps at slightly lower cost with 
savings of scarce category personnel. 

Primarily, the care of the older chronic patient requires a staff of 
interested and specially oriented personnel. The physician’s qualifi- 
cations for an assignment to such a service must include not only pro- 
fessional training but a sincere interest in the care of the long-term 
patient. Adequately modified physical facilities (corridor rails, 
ramps, modified bathroom facilities, etc.,) are also needed, not onl 
to assist the physically disabled patient but also the socially isola 
individual whose morale has been impaired and whose entire future 
looks hopeless to him. 


A planned maintenance rehabilitation pecarem designed to retain 


benefits of definitive general medical and surgical care and to help 
prevent development of osteoporosis, ankylosis, and other disabilities 
resulting from physical inactivity, is also part of the program. To 
prevent mental regression and social isolation, a carefully planned 
activity program is being geared to the patient’s capeaty to partici- 
pate and includes recreational, spiritual, and social support. Peri- 
odic review of the patient’s rehabilitation potential includes his poten- 
tial for discharge from the hospital through the assistance of commu- 
nity social and health agencies and implementation of the pro 

for planning for the patient’s discharge (with its advisory, functional, 
and steering committees). pavelaponans of the patient-family-phy- 
sician relationship helps to insure the success of this program. These 
activities are described in more detail in part G of this report. 

As of June 30, 1956, 44 Veterans’ Administration general hospitals 
were participating in the program for care of chronic long-term 
patients. Six hospitals had formally established bed services for this 
type; many other hospitals had operating beds specifically assigned 
for the concentrated care of these patients. 

The average daily patient loads for the month of August for the six 
hos on with separate services for chronic long-term patients, are 
as follows: : 


1 For a study of the domiciliary unit at Los Angeles Center see Medical Record Librarian 
Department, s Angeles Center, Chronic Illness, A es : A Study of 
Morbidity of the Population of the Domiciliary Unit, 1950, s Angeles Center (Los 
Angeles, 1951), 18 pages. Mimeo. 
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Iron Mountain, Mich,: Psychotic 


Kecoughtan, Va.: 
Psychotic 
Other psychiatric 
Neurological 


TD _crengncqecinracnereeentitiilicameiiliigien ey iieiighealsicipaainicitialaieitltanrinnsil ee RT 


Aspinwall, Pa.: 
Pe te i ib i iinet cittbhineeitchetiniaand i. 
Neurological 
General medical. 


I i ees hla ce ect abe elite hens cepeaahtiapaintosaiahmniat dsawimslalipesteedates is 


Cincinnati, Ohio: 
Neurological 
General medical_ 


Vancouver, Wash. : 
Psychotic 
Other psychiatric 
Chasbernt: ‘mpeQicelion sd. iio 02h Cr i he eeeibitni abi 


ki  eiemeets i 


Grand Island, Nebr.: Not specified 


__ Educational workshops concerning the care of long-term chronically 
ill patients have been conducted at the Veterans’ Administration hos- 


ne located at Albany, N. Y., East Orange, N. J., Dublin, Ga., and 
incinnati, Ohio, for Veterans’ Administration personnel who are 
key employees primarily concerned with the ea of this pro- 


gram. These workshops have proven very helpful and will be con- 


tinued at additional stations during fiscal year 1957. 
2. Care of aging patients with neuropsychiatric conditions 

We are intensifying our treatment programs for these aging pa- 
tients. With improved techniques and medications we are able to re- 
habilitate many of these older psychiatric and neurological patients 
so that they are able to return to their homes, and many of them, even 
to employment. The goal is more limited in the treatment of many 
of the other older psychiatric and neurological patients. These pa- 
tients gain a healthier, happier way of life within the hospital setting. 

The Veterans’ Administration has long been aware of the need to 
“bridge the gap” between the mental hospital and the community in 
its rehabilitation program for psychiatric and neurological veteran 
patients. The treatment program in the hospital has been planned so 
that, through a series of graduated steps, the patient is assisted in re- 
gaining social skills and abilities necessary for his eventual readjust- 
ment to community living. Such activities as placement in therapeu- 
tic work programs of the hospital, attendance at specially organized 
social functions, trips to the community for planned social and recrea- 
tional activities, encouragement of visits by relatives and friends, and 
the granting of weekend passes, all aid in the process of restoring the 
patient’s ability to adapt to living outside the hospital. Eventually, 
many a patient is brought to the point where he can be released from 
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the hospital on a trial-visit basis. If his readjustment to community 
living on a trial basis is successful, he can be finally dscharged from 
the hospital. However, if he encounters difficulties in the readjust- 
ment process, further psychiatric treatment and social casework serv- 
ices are provided the patient before these problems become too serious. 

A number of programs have been initiated to assist in bridging the 
gap between the hospital and the community. The Veterans’ Admin- 
istration has established, on a trial basis, day hospital programs which 
facilitate this transition by permitting the patient to return to his 
home in the community at night after receiving medical treatment 
at the hospital during the day. Similar to this is the night hospital 
program which permits the patient to work in the community during 
the day and return to the protective atmosphere of the hospital for 
treatment and rest at night. 

Our efforts have been intensified in moving patients out of the 
hospital and back to the community. By the participation of the total 
hospital staff, particularly social service, aged, infirm patients have 
been returned to their home communites in convalescent or nursing 
homes and, by the foster home placement program, in private homes, 
This latter program enables a psychotic patient to have an opportunity 
to become part of a family group. The responsible person in the care- 
fully selected home receives payments (usually from the patient’s own 
resources) for giving him personal supervision and care in direct col- 
laboration with the Veterans’ Administration. A considerable number 
of older patients who have no suitable homes of their own have thus 
been placed in home care with private families where they are able to 
participate in family and community life. 

The following statistics show the numbers of patients in foster home 
care during 1952 and 1953, the amounts paid by patients for foster 
home care, the number awaiting placement, and the number of avail- 
able homes: ? 


2Roger Cumming and Irene Grant, Foster Home Care for Psychotic Patients in the 
Veterans’ Administration: Developments in 1953, in Office of the Chief Medical Director, 
Veterans’ Administration, Department of Medicine and Surgery Program Guide, Psychiatry 
and Neurology Service (March 15, 1955), pp. 15-25. 
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Status of trial visit patients in foster home care, calendar years 1952 and 1953— 
stations listed according to number of foster home trial visit in 1953 


} 
Discharge 
On foster Returned | Transfer to | from foster | Remaining in 
home trial | to hospital | other trial | hometrial | foster homes 
visit visits | visit and Dee. 31 
hospital | 
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6 
6 
5 
5 
3 
3 
2 
2 
2 
1 
0 
0 
0 
0 


467 


4 
wo 


1 This is a total of 9 fewer patients for the year 1952 than originally reported in Information Bulletin 
IB 10-40, Psychiatry and Neurology Division, April 1953. 


Nore.—Figures in parentheses represent a correction as of Jan. 1, 1953, due to stricter interpretation of 
the term, “foster home care.”’ 


Two stations did not list the amount paid by their patients for 
foster home care. The amounts paid by patients from the other 24 
stations are shown in the table below. Half the stations showed 
amounts between $50 and $80; the other half, between $86.50 and 
$150. The amounts most frequently listed were $75 by 7 stations; 
$100 by 4 stations; and $90 by 3 stations. 


Amounts paid by patients for foster home care 


Stations :* Amount paid | Stations—Continued Amount paid 
Fort Meade $50. 00 Perry Point 
Danville E Northampton 
Tuskegee Knoxville 
Murfreesboro bs Lyons 
Canandaigua Northport 
Fort Lyon American Lake 
North Little Rock....----- 


St. Cloud 
Tuscaloosa 


SRARAAAAS 
SSSSSSSES 
SRSSSS33; 


SSSSSSSE 


Marion . 
2 Omissions: Augusta, $108 (1 patient) ; and Sheridan, $100 and $60 (2 patients). 
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Thirteen hospitals reported from 0 to 9 patients who had been 
referred and were awaiting placement. The 13 other hospitals had 
from 10 to 38 awaiting placement. Another hospital which had not 
started its program said 31 patients had been referred for considera- 
tion. 

For the country as a whole, 143 homes had been evaluated as defi- 
nitely available but were not yet in use; a total of 75 homes were being 
utilized for more than 1 patient. 

Central office has estimated that at the present rate of progress, 
there should be at least 758 Veterans’ Administration patients on 
_— home care sometime during the fiscal year 1954-55, and hope- 

y, 1,000. 

Another program which has been developed in the Veterans’ Admin- 
istration and is expanding is the member-employee program, for which 
a number of older patients are pee Patients who have vocational 
capabilities are placed in domiciliary status and given full-time em- 
ployment in the hospital. Some of these patients who have become 
self-sustaining and completely responsible for themselves have been 
able to move out into industrial jobs in the community.® 

During the past 2 years there have been transfers of selected infirm 
patients Grade predominantly psychiatric hospitals to general medical 
and surgical hospitals. Approximately 1,700 patients have thus been 
transferred, vacating beds in the psychiatric hospitals for active treat- 
ment cases and making possible a more intensive type of nursing and 
medical care for physically infirm and aged patients. In many cases 
these patients whose psychiatric illness has become quiescent and whose 
major problems are physical disabilities are able to reside on general 
veaticah wards. A series of meetings for medical and nursing staff 


from hospitals with a large infirm pus ae has been insti- 


tuted to pool our information and knowledge as to how best to treat 
and care for these patients. 

Psychologists working in the neuropsychiatric hospitals and clinics 
are participating in the planning and carrying out of sociometric 
studies designed to understand better the optimum arrangements for 
living, group stimulation, and the social needs of the aging. y 
are also contributing in a number of ways to medical studies of tests 
for organicity, cardiovascular accidents, — of the geriatric 
member and patient and the aging process. Psychologists are par- 
ticularly active and have taken the responsibility for the development 
of psychometric studies to provide more precise instruments for diag- 
nosis, detecting losses in intellectual functions, effects of brain lesions 
on the social and psychological behavior, and the treatment regi . 
In addition, they have been most active in their assistance with the 
study of detection and treatment of brain tumors and of the con- 
fusional states and their management. 

During the past few years, the Psychiatry and Neurology Service 
has held a series of multidisciplinary conferences for psychiatrists, 
neurologists, and paramedical services, These have proved effective 
in improving care and treatment of patients leading to their rehabili- 


*For a technical bulletin outlining the procedure fer the eptional establishment of a 
member-employee program in Veterans’ Advinistration psychiatric hospitals see Depart- 
ment of Medicine and Surgery, Veterans’ Administration Technical Bulletin TB10A-—355 
(Washington, D. C., December 15, 1953), 8 pp. 
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tation. These conferences have also served as training in group 
dynamics, which has led to increased patient participation in their 
ward and daily activities. 

8. Care of aging patients with tuberculosis conditions 

Just as the States of Massachusetts and New York have shown by 
their studies the Veterans’ Administration tuberculosis program is in- 
creasingly confronted by the problems of the aging tuberculosis vet- 
a be especially those of World War I. 

Tuberculosis is becoming more common among older than younger 
persons, Consequently, more of the occupants of tuberculosis beds 
are in the aging group; and more of those being followed in the 

ional office tuberculosis outpatient clinics are in the aging group. 

t is our practice to give a chest X-ray in the tuberculosis case find- 
ing survey program, to all veterans reporting to Veterans’ Adminis- 
tration outpatient clinics for examination or treatment who have not 
been surveyed within the last 6 months, either in Veterans’ Adminis- 
tration outpatient clinics or local health agencies and are not previously 
known to have tuberculosis. 

All veterans admitted to Veterans’ Administration hospitals and 
domiciliaries are given a chest X-ray at the time of admission. 

The following table reveals the total number of World War I vet- 
erans included in the tuberculosis case-finding survey program, car- 
ried out in all Veterans’ Administration regional office outpatient 
clinics and alt hospitals, showing the total number given chest X-rays 
in the eure and the number of new cases of pulmonary tuberculosis 
discovered : 


number} Active cases [Inactive cases 
survi found found 


3, 837 
3, 428 


Note the increasing number of active cases found in 1955 compared 
with 1954. While these figures do not show age groups, they do show 
that we are looking for tuberculosis at whatever age level it occurs, 

Our tuberculosis hospitals in many. instances lend themselves well 


for the care of veterans having emphysema, chronic bronchitis, and 
other nontuberculous, pulmonary diseases which are fairly common 
in the aging veteran population. Within the past year, transfers of 
aging veterans with such conditiens have been made from several 
domiciliary centers to the tuberculosis hospitals. Experience has 
shown that these veterans had been in need of hospitalization and have 
benefited from active medical treatment. A byproduct has been the 
stimulation of interest on the part of the staif of these hospitals in 
the pycer of caring for the aging veteran. 

The problem.of the homeless aging veteran is ially significant 
in that posthospital retention of the excellent health gains achieved 
through chemotherapy, and other forms of treatment requires that, 
they steadily maintain themselves in a healthful home and employ- 
ment environment with good physical and mental hygiene. (See sec. 
G-5, social work with the aging in hospitals and: domiciliaries, p. 23.) 


84973—57——2 
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4. Domiciliary care program 

One of the programs within the Veterans’ Administration concerned 
with the aging is that of providing domiciliary care, while age of 
itself is not a criterion for eligibility for domiciliary care, the average 
age of those for whom we are providing this type of care is 62.2 years. 

(1) It is the purpose of domiciliary care to provide for the disabled 
veteran as nearly as possible an environment similar to that which he 
would enjoy in a normal home. Primarily, domiciliary care means 
that the Veterans’ Administration provides a home for a veteran who 
because of his disabilities is unable to follow a substantially gainful 
occupation and whose economic status is such that he cannot provide 
similar care for himself. It is the objective of the Veterans’ Admin- 
istration to provide for such disabled veterans: (a) a aoe where 
they can live under conditions that will promote their health and con- 
tentment; (6) authorized articles and services which they are unable 
to provide for themselves; (c) necessary rehabilitation and resocializa- 
tion measures to prepare the veteran for a return to his community 
or where this is not possible to function at maximum pany | in 
domiciliary status. In addition to providing shelter, food, and cloth- 
ing, domiciliary care encompasses indicated medical care which the 
disabled veteran may require on an ambulatory basis. This includes 
the services of all elements of the medical team. 

(2) On July 15, 1955, there was inaugurated a new program of 
“planned living” for the 17,000 domiciled veterans in the 3 domicil- 
iaries and 14 domiciliary sections of Veterans’ Administration hos- 
pital-domiciliary centers. It is designed to overcome the ever-present 
dangers of drifting into a philosophy of despair and custodial care 
characteristic of some homes for the aged and the now fast disappear- 
ing and unlamented poorhouses. The heart of the planned-living 
program is an activity planning board which drafts an individual plan 
for each member. This provides for constructive effort by the member 
toward his own maintenance and active participation in social and 
organized recreation activities. This daily plan is based upon a full 
medical, social, and perehecomon evaluation and is complementary 
to prescribed medical care by contributing to medical, social, psycho- 
logical, and economic rehabilitation objectives. The medical evalu- 
ation has a twofold purpose: 

(a) To determine the need of a health-maintenance program 
for each member so as to prevent or retard physical or mental 
deterioration which would require more extensive medical care or 

hospitalization later on. 

(b) To establish the physical and mental capacity of each mem- 
ber for constructive assignments. These constructive assignments 
are intended to add to the dignity, meaning, and direction of the 
members’ daily living—a goal toward which they may strive either 
for self-care and maintenance or a specific job inside or outside the 
domiciliary. 

(3) The planned living program is revolutionary in concept, but 
its application is being paced at an evolutionary rate in consideration 
of the human elements involved and the necessity to explore man 
areas of personal activity and motivation not previously studied. 
very flexible framework has been provided by central office with con- 
siderable latitude and authority for development being decentralized 
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to each individual station. It is hoped through this process that the 
maximum results of experimentation, imagination, and human in- 
enuity may be achieved on a national basis as a continuing process. 
though each station has inaugurated this program the most ad- 
vanced results at the present time have been those achieved at the 
Veterans’ Administration Center, Wood, Wis. 

(4) Asan incentive for the member to seek to reestablish himself in 
his community and to restore self-confidence, a program of paid mem- 
ber-employment is in effect. The salaries paid these member-em- 
ployees are at a rate commensurate with their disabilities, and the 
amount of work which is expected of them. Emphasis in domiciliary 
care is placed on the rehabilitation of the veteran so that he may assume 
his rightful place in society as a producer, or where this is not possible, 
to promote a better adjustment to institutional life. 

5) In order that the members may enjoy the benefits of spiritual 
consolation, full-time chaplains representing all religious faiths are 
employed. Members are provided with adequate entertainment in the 
form of movies, radio, television, libraries, stage shows, dances, and 
parties given for them by volunteer workers. Hobby and craft shops 
are maintained in order that the creative instincts of the domiciliary 
members may be encouraged and fostered, as well as providing the 
means of healthful activity. 

(6) A prime element in the resocialization of the domiciliary mem- 
bers is provided through the many programs offered by the workers of 
the Veterans’ Administration Volunteer Service. This service is com- 
posed of public-spirited men and women of the community who feel 
that their responsibility to the men and women who have served in the 
Armed Forces did not end with cessation of hostilities. 

(7) Domiciliary care is provided by the Veterans’ Administration at 
the following stations: 


| 
Type of station | Address 


Los Angeles. 
Bay Pines (St. Petersburg). 
.| Thomasville. 
.| Clinton. 
Wadsworth (Leavenworth). 
Biloxi. 
Bath. 
Dayton. 
Camp White (Medford). 
Hot Springs. 
Mountain Home. 
Bonham. 
.| Temple. 
Kecoughtan (Hampton). 


__..| Martinsburg. 
.| Wood (Milwaukee). 


1 Provide domiciliary care for women veterans. 


(See appendix A for further description of domiciliary care of 
the aging at the Veterans’ Administration center, Dayton, Ohio.) 
5. Dental care of the aging veteran 

The importance of dental care for the aging person has not been 
fully recognized in the past; however, there has been a gradual re- 


alization of the impact of this field on the physical and mental well- 
being of these individuals. 
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In the Veterans’ Administration it has been demonstrated on numer- 
ous occasions that with improved appearance and restoration of mas- 
ticatory function through dental treatment, there has been a resur- 

nce of self-confidence and self-respect in addition to nutritional 

nefits. This improvement in morale has stimulated improved health 
and mental ae in some domiciliary members and hospital patients 
to the point where they have been able to return to their homes and ac- 
tive participation in society. 

With this increasing knowledge of the importance of dental care 
for the aging, the Veterans’ Administration has continued its efforts 
to raise the standards of dental care in Veterans’ Administration 
domiciliary installations. During fiscal year 1956, the dental clinical 
facilities and staff were increased at the domiciliary at Bath, N. Y., 
and similar changes are being ee at the domiciliaries in Los 
Angeles, Calif., and Mountain Home, Tenn. 

In Veterans’ Administration hospitals dental treatment is fur- 
nished to aging patients when such treatment has a direct or material 
bearing on the disabili uiring hospitalization ; when they are suf- 
fering from a chronic disability requiring constant medical attention ; 
or when hospitalized for prolonged periods. 

Due in part to the increase in the span of life there are increasing 
numbers of patients in the upper age groups who require hospitaliza- 
tion in Veterans’ Administration hospitals who should be provided 
dental care. 

Large numbers of aging mental patients have become receptive to 
dental treatment in Veterans’ Administration hospitals who were 
formerly not amenable to dental therapeutics, prior to the use of tran- 
quilizing drugs. 

There is therefore an ever-increasing number of geriatric patients in 
Veterans’ Administration installations for whom dental care is es- 
sential. However, the physical facilities and staffs to provide this 
dental care has not increased in keeping with this increased demand. 
In addition to more professional personnel there is a t need for 
auxiliary dental personnel. Some of these, especially Seated hygien- 
ists and technicians, are not available to Veterans’ Administration at 
current salary rates. 

In the outpatient dental program Congress has recognized the im- 
portance of dental care in the aging by providing in Public Law 83, 
84th Congress, continuing dental care for veterans of the Spanish- 
American War. 


6. Specialized centers for care and treatment of patients suffering from 
chronic diseases and disabilities im eiheer 
The medical program of the Veterans’ Administration is constituted 
to meet the demands of patient care in the various specialties and sub- 
specialties of medicine. Of importance to the aging is the designa- 
tion of certain Veterans’ Administration hospitals as centers equipped 
and staffed for specialized care, such as the following: 
(1) Epilepsy. 
( 3} — language disorders. 
(3) Blindness. 
(4) Deafness. 
(5) Medical neurology, including rehabilitation of chronic 
disorders. 
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7) Paraplegia. 

8) Thoracic surgery. 

9 Cabdiovendiler surgery. 
10) Tumors. 

It has been our experience that in view of the general scarcity of 
specialists in these fields and the need for special facilities and equip- 
ment, the center plan has provided patients with a high quality of 
service which otherwise would not generally have been manilebia to 
them. Furthermore, this assembling of patients with chronic disor- 
ders provides opportunity for research and the training of personnel. 
7. Specially adapted physical facilities 

In certain hospital sections of centers with a domiciliary role, where 
there is a comparatively high proportion of older aging patients with 
chronic diseases, specially adapted facilities are being planned. As 
stated before, in the domiciliaries the Veterans’ Administration has al- 
ready embarked on the rehabilitation of physical plants and equipment 
to provide a homelike, rather than the typical institutional, environ- 
ment. In addition, many of the programs in our hospitals, such as 
those for the paraplegic patients, have specially adapted equipment 
to meet the specific needs of the respective category of patients. 

Newly constructed predominantly psychiatric hospitals now include 
buildings designed especially for infirm patients. They contain 100 
beds on 1 story at a ground-floor level with adjoining gardens and 
interiors designed to meet the medical, nursing, and social needs of 
the patients. Units presently being Janned and constructed are in 
hospitals at Topeka, Kans. ; Clevelan , Ohio; and Palo Alto, Calif. 

odernization of the hysical plant at Veterans’ Administration 

hospital, Downey, IIl., will contain a 300-bed infirmary building, self- 

oe from the viewpoint of dining, recreational, and treatment 
acilities. 


fi Neurosurgery. 


F. MAJOR DISEASES OF VETERANS BY AGE GROUPS 


Of the 114,876 veterans hospitalized in Veterans’ Administration 
hospitals on December 30, 1955, 15,392 were 65 years of age and over; 
11,336 patients 45 to 56 years; 24,516 patients 35 to 44 years; 24,244 
patients 25 to 34 years; 4,508 under 25 years of age. e following 
table shows the number of patients by major diagnostic category broken 
down into age groups. In the past 10 years, there has been a significant 
increase in the number of veterans with cancer, disease of the cardio- 
vascular, muscular skeletal, digestive, and genitourinary systems. 

The increasing age of veterans is the most important single factor ac- 
counting for the increase in the number of patients with these medical 
and surgical conditions. 
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G. WHAT THE VETERANS’ ADMINISTRATION IS DOING IN THE FIELD OF 
OLDER VETERANS, INCLUDING EXPERIENCE, EXAMPLES, AND NAMES OF 
ANY VETERANS’ FACILITIES DOING SPECIAL WORK IN THIS AREA 


i. Expanded physical medicine and rehabilitation 


(a) Physical medicine, up until 1946, both in civilian life and the 
Veterans’ Administration, was com d of a limited program of 
physical therapy and occupational therapy activities. To meet the 
need for the patient with chronic disabling conditions and the in- 
creasing age of our veteran ms the field of physical medicine 
was expanded to include rehabilitation with an augmented and dy- 
namic program of physical therapy and occupational therapy, and 
the institution of three other essential components of rehabilitation, 
namely, corrective therapy, manual arts therapy, educational therapy, 
and special programs for blind and the hard nd hearing.* A descrip- 
tion of the practice of these components in the Veterans’ Administra- 
tion in relation to the aging follows: 

(6) Physical therapy has special values in the care of the aging 
particularly in relation to the relief of pain so commonly associated 
with the aging process. Physical therapy on medical prescription 
is commu with the prevention of deformity, the treatment of disease, 


injury, and disability, and functional rehabilitation, by means of the 
use of therapeutic exercise, scientific massage, self-care activities, 
heat, cold, light, water, electricity (except roentgen rays, radium, and 
electrosurgery) and certain accredited methods of manual or elec- 
trical diagnostic and prognostic tests and measurements. In a broad 
sense, physical ee may also be considered to include therapeutic 


teaching, as it is usually necessary to instruct aging patients, members, 
and their families in the use of prosthetic and orthopedic appliances, 
in therapeutic exercise, and in other home-treatment niethibtla. 

(c) Occupational therapy has particular significance in the treat- 
ment of aging patients and members. It involves treatment of those 
who have disease, disorder, or injury, by the professional use of 
therapeutic activities to carry out the medical ngs soe Occupa- 
tional therapy provides for aging patients and members, purposeful 
activities to promote their recovery when possible and to assist in re- 
storing them to the fullest mental and physical capacities compatible 
with their abilities and disabilities. Treatment in occupational ther- 
apy is adjusted to the nature of their disease, illness, or impairment. 

is involves planning, developing, and administering the treat- 
ment in relation to the treatment objectives, the nature of the vet- 
eran’s illness or impairment. Treatment objectives are usually clas- 
sified under four major types. (See appendix B for a study of occu- 
pational therapy for geriatric patients in the Veterans’ Administra- 
tion hospital, Gil rt, Miss.) 

(d) Corrective therapy contributes to the overall rehabilitation ef- 
fort of the physically and mentally sick and handicapped aging veteran 
through application, for therapeutic purposes, of mectieelll v prescribed 
activity of an exercise and self-care nature. (For a discussion of the 
role of corrective therapy by the Chief of Corrective Therapy, Vet- 
erans’ Administration, see appendix C.) 


* See appendix B for a description of the program of physical medicine and rehabilitation 
in the Veterans’ Administration. 
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(e) Manual arts therapy aids in the treatment of aging patients 
through the professional use of actual and simulated work situations 
of an industrial and agricultural nature which have vocational signifi- 
cance, in order to observe patients in those situations and to report by 
means of progress notes to the prescribing physician concerning their 
treatment reactions in connection with planning and establishing med- 
ical rehabilitation goals for patients. (For a discussion of the role of 
manual arts therapy programs in vocational educational and voca- 
tional guidance by the Chief of Manual Arts Therapy, Veterans’ Ad- 
ministration, see appendix D.) 

(f) Educational therapy provides an encouraging psychological 
factor of vocational significance to measure and develop mental and 
physical capacities associated with a rehabilitation goal, and to assist 
in restoring aging patients to the fullest mental and physical capacity 
compatible with their abilities and disabilities. (For a discussion of 
this program by the Chief of Educational Therapy, Veterans’ Ad- 
ministration, see appendix E.) 

(g) The objectives of the blind rehabilitation program are: (1) To 
detect in blind veterans early signs of pathological factors which mili- 
tate against medical and vocational rehabilitation, and provide strong 
supportive aid in finding the causes of these tendencies and removing 
them whenever ible; (2) to reclaim those blinded individuals who 
underestimate their remaining potentialities and need to be shown 
they can still be relatively active members of the community outside 
the hospital; (3) to raise the level of physical activity and social par- 
ticipation in the life about them on the part of those blinded veterans 
whose age and personal histories indicate very little hope that they 
can leave the domiciliaries at any time. The average age of blind 
patients who are domiciliary members was 58.2 years. (For a discus- 
sion of this program by the Chief, Blind Rehabilitation, Veterans’ 
Administration, see appendix F.) 

(hk) The function of audiology and speech correction is involved 
in the rehabilitation of patients having hearing or speech disorders, 
or both, by providing one or more of the following areas of service: 
testing of hearing acuity, interpreting results of hearing examina- 
tions in terms of audiometric measurements, evaluating electronic 
hearing aids in terms of patients’ increased hearing acuity, and select- 
ing the fitting hearing aids; auditory training—training in the utiliza- 
tion of hearing aids; s reading (lip reading)—training in the 
comprehension of speech through observation of accompanying facial 
and other bodily movements; yay correction and conservation— 
training patients with speech defects resulting from hearing disorders 
and from articulatory and phonatory ailments, in speech correction, 
conserving or helping them regain intelligible speech. 

(z) Medical rehabilitation boards: Early in 1946, it became evident 
that there must be an integrated team approach by the various hos- 
pital services concerned with the various phases of rehabilitation, to 
the problems presented by patients whose disabilities posed formidable 
obstacles in terms of in-hospital and anticipated post-hospital adjust- 
ment. Through joint effort in collaboration with the patient, this 
board endeavors to help him clarify his own objectives, become aware 
of his own potentialities, and uses every available hospital service to 
achieve the best medical, social, emotional, and vocational rehabilita- 
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tion plan for the individual patient. The method followed is grou 
consideration of the patient as a person in relation to his total healt 
and rehabilitation problem, involving joint planning on the part of 
individua] members of the board for a consistent, interrelated, inte- 

+ service.’ Types of patients with problems referred to the 

are: 

(1) Those with chronic, severely disabling conditions, as a 
consequence of which rehabilitation is eupiestielt to be a long, diffi- 
cult process, requiring extended hospital treatment. 

(2) Those for whom normal staff relationships have not re- 
sulted in the establishment of satisfactory rehabilitation treat- 
ment objectives because of the complicated nature of the problem. 

(3) Patients who appear to be making uncertain progress to- 
ward established rehabilitation goals. 

4) Those who present problems that are obstacles to in-hospital 
and post-hospital progress in line with their potential capacities. 

(j) Physical medicine and rehabilitation service beds: One of the 
first means of meeting the threat of an increasing proportion of long- 
term, chronic peer was assignment of beds or sections of 
to the physical medicine and rehabilitation service. This measure 
afford e opportunity for intensive rehabilitation and preventive 
measures resulting in maximum restoration of function compatible 
with the disabilities which could not have been possible if the patients 
were scattered on the medical and surgical wards of the hospital and 
rehabilitation instituted on an itinerant basis. At the present. time 
there are approximately 1,950 beds on the physical medicine and re- 
habilitation services in 54 Veterans’ Administration hospitals. 

A VA film entitled “Journey Back” shows the rehabilitation of some 
patients with the same sort of severe handicaps which many aging 
patients face. 

(For an illustration of the physical medicine and rehabilitation 
program in relation to geriatrics, Los Angeles Center, see ap- 
pendix G.) 

2. Prosthetic. and sensory aids 

As veterans become older, the probability becomes greater that they 
will require some type of prosthetic or sensory aid if they are to 
continue near-normal existence. As the eyesight dims, eyeglasses 
are a necessity; hearing is often impaired, generally requiring the 
use of a hearing aid; circulatory problems become more acute, often 
necessitating amputation of an arm or leg and, where feasible, the 
substitution of an artificial limb; and the general infirmities of old 
age often require the use of a wheelchair, crutches, canes, and simi- 
lar items. 

Any or all of these prosthetic and sensory aids, and many other 
similar items, are furnished to aged veterans through the established 

rosthetic and sensory aids program of the Veterans’ Administration. 
n order to be eligible for issuance of such items, of course, the vet- 
eran must either be service-connected for the disability requiring the 
appliance; the appliance must be required for completion of treat- 
ment of a condition for which he was hospitalized in Veterans’ Ad- 


SFor a directive on the establishment of such boards see Veterans’ Administration, 
Technical Bulletin (TB 104-833) (Washington, D. C., May 21, 1953), 6 pages 
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ministration or contract hospital; or the item must be required as an 
incident of domiciliary care. 

As a part of the overall prosthetic and sensory aids program, the 
Veterans’ Administration supports and conducts a continuing pro- 

ram of research and development in the field of prosthetic devices, 

his program results in the development of new and improved de- 
vices which benefit all disabled veterans, and the results of the program 
are released to commercial industry and the general public for the 
benefit of the civilian disabled as well. A recent project supported 
by this program involves a study of the special prosthetic needs of the 
aged. It is hoped that the results of this study may lead to improve- 
ments in the ne Administration program for prosthetic treat- 
ment of aged veterans. 


3. Hospital nursing-care program 


The problem of care of the aging and chronically ill segment of 
veterans in hospitals and domiciliaries has become of increasing con- 
cern to the Veterans’ Administration. As a result of this increased 
recognition and attention that has been directed toward determining 
methods best suited to meet the needs of this group the program 
of care of the long-term patient has evolved. The complexity of 
illnesses, disabilities, personal or social circumstances associated with 
old age and chronicity are multiple. Correspondingly the nursing 
needs of these patients are as diverse and numerous. 

Nurses assigned to the care of these patients must not only possess 
essential nursing skills but must have a knowledge of reha titative 
nursing in the broadest sense, to promote self-help and to foster inde- 
pendence in these patients. During the past year a number of Vet- 
erans’ Administration nurses completed courses in rehabilitative nurs- 
ing at the Rehabilitation Center, Bellevue Hospital, New York City, 
and in other educational centers offering similar courses. They re- 
turned to VA hospitals and are now assisting in the development of 
rehabilitation programs, and in the preparation of nursing personnel 
in the principles and methods of rehabilitation. Nursing functions 
have increased markedly in the care of the aging patient, particularly 
when complications to an existing condition develop or when the pa- 
tient falls victim to additional diseases or injuries. 

A recent report from a Veterans’ Administration hospital revealed 
the following: 

(1) Patients are very prone to acute clinical conditions which 
demand prompt observation and attention from the professional 
nurse. 

(2) Because of these clinical conditions and age of the patients 
numerous demands are placed upon nursing personnel physically 
to assist them in many of their activities. 

(3) Close personal attention is required by these patients in 
order to reduce and even eliminate the periods of depression and 
apprehension they are subjected to. 

4) The professional nurse has been the key person in stimu- 
lating long-term patients to participate in social and recreational 
activities. 

(5) The function of nursing personnel has been a significant 
contribution to one of the prime objectives established by the 
reduced staff “to help these patients maintain a purpose in life.” 
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Nursing service in a number of VA hospitals has conducted con- 
ferences and workshops in the care of patients with long-term illness. 
Representatives of local community health agencies, physicians, and 
nurses have been invited to attend and to participate in the program. 

Nursing service also continues to work closely with other services 
in the development of supplies, equipment, and physical facilities de- 
signed to promote increased safety for the chronically ill patient and 
to provide maximum opportunity for his self-cure. 

ursing service has long believed that planning for the patient’s 
discharge begins at the time of the patient’s admission to the hospital. 
Professional nurse personnel have a vital role to play in the plannin 
for and support of this program. Nurses must have a thorough knowl- 
edge and understanding of the patient, his family, the community, 
and should in every instance evaluate the patient’s nursing needs. Be- 
cause of the close personal relationship with the patient, nurses have 
opportunity and responsibility to influence the patient and his family 
in understanding, accepting, and sharing the plans for his care. The 
nurse, as an integral part of the medical-care team, ares in the 
a for patient discharge by carefully assessing the patient’s needs 
or continued nursing care. She arranges for the community public- 
health nurse to make a visit to the home to evaluate the home situation 
as it.relates to the patient’s nursing-care requirements and to deter- 
mine whether the wife or other members of the family are willin 
and able to be taught such simple nursing functions as may be aaa 
to promote and maintain the patient’s health gains. The nurse also 
arranges for visits of the public-health nurse as required to observe 
and assist the family member assuming nursing responsibility for the 
patient in his home. 

Under the provisions of the community nursing program the Vet- 
erans’ Administration is entitled to contract with, and pay, commu- 
nity public-health nursing agencies for the services required in the 
treatment of service-connected or adjunct conditions of veteran pa- 
tients through careful program planning and coordination of hospital 
services. e care and followup of these patients have been facili- 
tated through use of clinic nursing facilities and fee-basis nurses. 
Increased understanding and more extensive application of this pro- 
gram will result in increased benefits for all patients needing this 
service. 

Another new approach has been made in the Veterans’ Adminis- 
tration to help the aged and disabled veteran remain in the com- 
munity with the support of a professional team of internist, psychi- 
atrist, nurse, dietitian, social worker, and psychologist. At one of 
our large regional offices an attempt is made to utilize all possible 
community resources, including nursing services, in assisting the 
veteran to remain out of the hospital ‘salt yet providing needed sup- 
port and care. 

Since the advent of the new chemotherapeutic agents in the treat- 
ment of the mentally ill, there is growing recognition of the need 
to strengthen the followup supervision of the nursing care received 
by veteran patients on trial visits at home or in the community. 

The amount of nursing service provided disabled veterans in exist- 
ing domiciliary clinics indicates the emphasis that is being placed 
upon rehabilitation and resocialization. Health instruction plays a 
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predominant role. In the treatment of any illness, care and pre- 
vention are inseparable. Therefore, the nurse must play an im- 
portant supportive role. She must encourage and assist the veterans 
in adjusting to and accepting his limitations and assist him in carry- 
ing out prescribed treatment programs. She must also work with 
medical-care team in preventing disease and disability from progress- 
ing in order to help this aging group make the best possible physical 
and psychological adjustment. 

4. The dietetic service and the aging patient 


It has been recognized that an accelerated first-class medical-care 
program carried on by well-qualified persons dedicated to the wel- 
fare of the chronic long-term and aging patient and member is im- 
poate if the maximum percentage of rehabilitation ible is to 

attained. The multiplicity of long-term-disease conditions and of 
varying physical and mental handicaps confronted in this aging group 
of patients requires the team concept approach which incorporates in- 
tegrated efforts in every treatment and care area in order. that the 
particular needs of each patient and member may be met. 

The dietetic service has an important privilege and responsibility 
in participating in this program. The dietary staff must have an 
alert understanding of the nonstatic needs of these veterans which can 
be provided by the dietetic service. Among many factors demand- 
ing continuous attention are food idiosyncrasies—a choice of 
items at each meal; tastily prepared food, attractively served in a 
pleasant and unhurried environment; adjustment in food consistency 
necessitated by disabilities; comfortable seating in dining areas suit- 
ably located; frequent patient and member contact by dietitians to 
assure these veterans of their interest in them and to learn specific 
needs relating to dietary care; coordinated efforts of dietitians with 
medical and nursing staff to keep informed of pro ive patient 
activities which influenced nutrient requirements; a close working re- 
lationship with social service, physical medical rehabilitation, and all 
other treatment units to further the contributions of the dietetic serv- 
ice as a vital segment of total patient and member care and rehabilita- 
tion. 

Our obligation to the aging patient or member is a challenging on 

lacing the same demands on our professional preparedness an 
votion as do all other patients: to reestablish them as people with 
a will and a reason to live—either back in their home communities, or 
as domiciliary citizens, or in the hospital participating in self-care. 
Some examples of such services follow : 

(1) Veterans’ Administration center, Los Angeles, Calif.: The 
dietetic staff at Veterans’ Administration center, Angeles, have 
recognized the need for careful consideration of the nutritional needs 
of the members served by the domiciliary dietetic service. There are 
many members who require a modification of the normal diet properly 
to treat such conditions as gastric ulcer, diabetes, underweight, over- 
weight, and dentition problems. In cooperation with the various 
medical groups, the dietetic staff are developing a detailed study to 
determine nutritional deficiencies and rene of these geriatric 
veterans to support the essentiality of sufficient amounts of protective 
foods to assure adequate dietary care. 
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A series of classes is conducted for the domiciliary diabetic members 
and a party is given as an accomplishment recognition upon comple- 
tion of the course. 

Eight studies are in progress to determine amino acid requirements 
of older men. 

(2) Veterans’ Administration center, Kecoughtan, Va.: An attrac- 
tive domiciliary dining hall was opened at Veterans’ Administration 
center, Kecoughtan in 1955. Walls are light-blue tile and the floor 
is tan-and-brown asphalt tile. There are venetian blinds at the win- 
dows and draperies pick up the colors from the floor covering. The 
domiciliary members enjoy cafeteria service in this cheerful dining 
area. A dietitian is assigned to direct attention to the therapeutic 
aspect of food service end.t0 give dietary guidance to many of the 
members in the nutrition clinic. 

(3) Veterans’ Administration hospital, Montrose, N. Y.: A medical 
nutrition committee composed of representatives of medical and die- 
tary staffs hold monthly meetings to study weight records of patients. 
In this way underweight and overweight patients are sighted and are 
given special attention and treatment. Members of nursing and 
social service staffs are included in discussions as particular problems 


uire. 

(4) Veterans’ Administration hospital, Iron Mountain, Mich., and 
Saginaw, Mich.: At Veterans’ Administration hospital, Tron Moun- 
tain, and Veterans’ Administration hospital, Saginaw, the long-term 
patients transferred from neuropsychiatric hospitals are located on 
separate wards. Many of them are aged and deteriorated, requirin 
a great deal of understanding and study of their individual f 
problems. Consistency of food, likes and dislikes, encouragement, 
cooperation of the nurses and ward aids, and careful indoctrination 
of dietetic employees have accomplished heartening rehabilitation of 
many of these patients. Step by step they progress from a state of 
total dependency to the ward dining room with considerable help in 
eating, and then an appreciable number go to the main dining room 
with other patients. A large number of this group require modified 
diets, which places them in the category with general medical and 
surgical patients as related to food requirements. 

(5) Veterans’ Administration hospital, North Little Rock, Ark.: 
At Veterans’ Administration hospital, North Little Rock, the dietary 
staff have exerted efforts on the geriatric ward to determine the nutri- 
tional status and needs of the patients. Food consumption of many 
unable to take the lar diet has been increased by the use of the 
Waring blender to reduce the food to suitable texture. The roast or 
broiled meat, seasoned vegetables and salad with dressing, treated in 
this manner retain the taste and flavor of the regular diet which en- 
hances acceptability. 


&. Social work with the aging in hospitals and domiciliaries 

The advancing age and extent of disabilities among the veterans in 
Veterans’ Administration hospitals and domiciliaries are imposing 
an increasingly heavy load on the social-work program. A study 
made. at the Veterans’ Administration hospital, Oakland, entitled 
“Some Effects of the Aging Patients on Social Work Service Activ- 
ities,” based on the patients referred during the first 4 months of 1955, 
shows a positive correlation between the increase in age of patients 
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and the increase in the amount of social-work activity. Below is one 
table quoted in that study: 


Average contracts per hundred patients 


Contacts with— 
Age groups 


Patients 
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(a) Types of social problems presented.—Many aging veterans en- 
ter hospitals and domiciliaries with a healthy, serene, and hopeful 
outlook on their situation—an attitude that helps keep them interested 
and inspired to stay active in mind and body to their maximum ca- 
pacity. Many others, however, bring with them complicated personal 
troubles—intense feelings about their family relationships, a sense of 
being a burden to others or rejected by them. They come with anxiety 
over the security and well-being of their elderly spouses. Many have 
a sense of isolation even in the midst of other friendly veterans on the 
ward or domiciliary section and attentive personnel, and are. restless 
dissatisfied, and overdisabled. Such situations may have precipitated 
the veteran’s admission; they may unnecessarily prolong his stay; 
when he does leave they may increase his feelings of helplessness and 
result in readmission. 

(6) Social services provided in the general medical and surgical 
hospitals —F rom the time of the aged veteran’s admission, social serv- 
ice seeks to understand the veteran’s personal problems-and his atti- 
tudes toward them, as well as the family’s feelmgs about him, as the 
basis for knowing how to provide the best help to both veteran and 
family. The effort is made to understand the extent of strain which 
the veteran’s poor health has caused in the home, and the assets and 
inner resources the family has for meeting this strain., The problems 
the veteran will face upon return to his home are sympathetically vis- 
ualized as well as the kind of assistance they feel they will need if he 
is to remain self-dependent and active as long as possible at home. 
Emphasis is placed on maintaining or developing the concern and 
interest of relatives and friends to insure their having suitable ar- 
rangements to which aging veterans may return when discharge is 
medically indicated. 

Before a patient is transferred to another hospital where he can 
be given the best long-term care, the social and emotional factors— 
favorable or unfavorable—in the aged veteran’s situation are taken 
into account, as it is important that any personal ties he has with fam- 
ily and community be sustained and the family’s wishes given full 
consideration. 

As stated before, the Veterans’ Administration expects that no 
aging patient will be discharged until adequate local arrangements 
have been made for his future care. Arrangements for the discharge 
of an elderly patient become more complicated when he has no im- 
mediate relatives or when the veteran’s wife herself is in the same 
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aging group and unable to provide the special posthospital care his 
condition necessitates. Gaining the sustained participation of the 
family throughout institutional care is thus important. 

(c) Social services provided in neuropsychiatric hospitals.—In 
neuropsychiatric hospitals, aging patients constitute a considerable 
proportion of the patients referred for social services. Not only is 
there responsibility for helping them adjust to the demands of iis 
pital life, but there is responsibility for helping these patients and 
their families plan for the veteran’s return home. Further, as stated 
earlier, there is a special social-work program for placement of home- 
less, psychotic patients in foster homes when this seems desirable ther- 
apy. Without this special help, even though maximum hospital ben- 
efits had been reached, such patients would have to remain in the 
hospital indefinitely. In the course of the calendar year 1955, there 
were 797 psychotic patients living in foster homes under continuous, 
close social-service attention. About one-third of the patients being 
so placed are over 60 years of age.° 

(d) Social services provided in tuberculosis hospitals.—In tuber- 
culosis hospitals the patients referred for social service show a grow- 
ing proportion of aging. Some of these elderly tuberculosis veterans 
have to be helped to remain steadily for the needed treatment instead 
of following their natural inclination to want to go home before the 
physician considers such departure safe for them or their families. 
A growing problem, too, is to make certain that the aged, single, home- 
less, and sometimes transient, patient is in a position in the future to 
maintain a healthful way of life that will strengthen the likelihood 
of his avoiding future breakdowns. This problem also involves, in 
many instances, finding an appropriate home that will also be in line 
with the veteran’s preferences. 

(e) Social services provided in domiciliaries—In domiciliaries 
the major challenge presented by the aging to social workers is their 
need for help in using their domiciliary group living as a stimulus 
to maximum self-dependence, in developing an interest or sustaining 
a concern for contributing to the common life and well-being of others 
there, and in preventing personal loneliness and aloofness from their 
fellows. More needs to be learned about techniques that serve to de- 
velop motivation toward an alert interest in matters outside themselves 
and toward a decrease or postponement of a sense of total disability. 
Throughout their residence in the domiciliary, the members’ mainte- 
nance of community and home ties is sought, in fact, often restored 
after long years of lack of communication with relatives. In many 
instances, this gives the member an opportunity to choose between 
group living in the domiciliary and a more independent life with 
relatives in the community. To this end the help of the regional-office 
outpatient social worker, stationed in a locality nearer the veteran’s 
home community, is secured in working out, with the family a construc- 
tive plan. This will be mentioned later under outpatient social work 
with the aging. 

(f) Assistance of community social and health agencies —The ca- 
pacity of the aged veteran discharged from the hospital or domiciliary 


*For a technical bulletin describing procedures for patients with psychosis who are 
placed on trial visits in the community, see Veterans’ Administration, Technical Bu'letin 
(TB 10A-334), Trial Visit Procedure in the Case of Patients with Psychosis. Improved, 
Who are Going to Homes Other than their Own (Washington, D. C., May 29, 1953), 24 pp. 
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to remain at home is buttressed by community social and health agen- 
cies who are made aware of the veteran’s need for such things as 
financial support, housekeeping services, constructive, interesting, 
leisure-time activities, ramps, special bathroom CqEP Re first-floor 
housing, appropriate-sized doors to admit wheelchairs, ial be 
and so forth. Mrurther, arrangements may be required for medi 
care and medication for veterans with non-service-connected condi- 
tions who are ineligible for Veterans’ Administration outpatient care, 
During fiscal year 1956, nearly 25,000 veterans were referred to health 
agencies, and over 44,000 to social agencies. (These figures were not 
broken down by age groups. ) 

6. Vocational Counseling Service 

Several years ago the Department of Medicine and Sar? of the 
Veterans’ Administration inaugurated the Vocational ——s 
Service as an integrated part of medical care and treatment, Being o 
service to the aging patients means understanding their particular sit- 
uation, sound evaluation of their abilities, aptitudes, mental capacity 
and psychological factors involved in their adjustment to a work situa- 
tion. They must be considered as persons who not only have either 
mental and/or physical disabilities, but as individuals who also have 
skills and abilities remaining which are useful to themselves, indus- 
try, and society. If their ultimate job placement is to be a satisfac- 
tory and permanent one with optimal independence, self-respect, and 
allowing them to become useful citizens in their home communities, 
only the highest type of professional service will suffice. The most sig- 
nificant work of the vocational counselor, in meeting the problems of 
the long-term disabled and aging, will clearly be done in Veterans’ 
Administration hospitals and centers where the majority of this type 
¢ patient or member is cared for. Principally these services fall into 

ve types: 
| (2) With basic professional training in psychology and specialized 
skills in analysis of jobs and occupational information, the counselor 
is able to inventory the jobs which need to be done within the center 
or hospital and to evaluate the aging patient or member as to his psy- 
chological suitability for doing these jobs.. This provides consider- 
ably more personal satisfaction to the individual and a more efficient 
way of assignment to these tasks for those who will be likely to remain 
at the center. 

(6) The vocational counselor is also able to evaluate such patients 

or the members for suitable employment outside the center so that 
they can more readily become financially independent through employ- 
ment and are enabled thereby to remain as long as possible inde- 
ie citizens outside the center or hospital once they are dis- 
charged. 
(cy Through the personalized contact of the vocational counselor 
with the older psychiatric or chronically disabled patients, it is pos- 
sible to identify those who have od for work. By means’of these 
contacts, careful planning can be done for these patients so that thera- 
peutic activities prescribed for them in the hospital will be directed 
toward the goal of eventual employment. Thus, the stay in the hos- 
pital becomes more meaningful to them and the trial and error activi- 
ties are eliminated. 
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(zd) One of the responsibilities of the vocational counselor is that 
of developing and maintaining contacts with other Federal, State, 
and community agencies in order to provide placement opportunities 
and the means of followup on job placements. In cooperation with 
the Veterans’ Administration Voluntary Service, the counselor is able 
to Spree mg oR the followup on patients or members on the job so that 
difficulties in job adjustment which may occur can be spotted early 
enough to make a change or eliminate the difficulty and thereby pre- 
vent the return of the patient to the hospital or center. 

(e) Without ongoing research involving the chan ing pattern of 
employment in a rapidly changing economy, new methods of medical 
care, and the constantly shifting social environment, the work of the 
counselor quickly drops to the mechanical level of matching a person 
to a job. This grossly oversimplifies the problem which is known to 
exist in dealing with the vocational adjustment of the patient having 
chronic disease, who is undergoing long-term hospitalization or who is 
suffering from the reductions of old age. Basic, as well as applied, 
research furnishes the foundation for sound vocational counseling and 
provides direct benefit by better service to these types of patients. 

7. The chaplain program 

There are chaplains assigned to all Veterans’ Administration hos- 
pitals and domiciliaries. The aging both as individuals and in groups 
are oom pastoral ministry and counseling. 

The chaplain meets as early as possible each new aging patient or 
member who is admitted to the hospital or domiciliary and attempts 
to establish a personal relationship with him which will lay the founda- 
tion for a pastoral ministry and will inform the new patient or mem- 
ber of the religious program at the station. 

Of paramount importance are the chaplain’s care of the gravely ill 
and his assistance to the patient in preparation for death according to 
his religious convictions. He, of course, attends the dying and gives 
all possible consolation and assistance to grieving loved ones in their 
sorrow. He puts himself completely at heir service. 

Special care is given to preoperative and postoperative patients. 
Experience has proved the effectiveness of this ministry. The press- 
ing problems of the individual patient or member are also given the 
immediate attention of the chaplain. The chaplain calls regularly 
on the aging members or patients in their rooms or wards. 

There is made available to the individual patient or member the 
distinctive services of his church. For some, this includes the adminis- 
tration of the sacraments; for others, brief devotions. It may mean 
arranging for a visiting clergyman to provide special ministration. 
Whatever the form, it is in keepin with the situation of the patient 
or member and with his accustomed religious observance. 

In the course of his pastoral work in the field station, the chaplain 
meets with elderly patients or members who need and wish to take 
advantage of the opportunity to talk in detail about themselves and 
their concerns. They are made to feel that the chaplain is accessible 
to them and willing to give of his time and interest. 

One caution is noted. While the chaplain tries to serve al! those 
who can profit by his services, he does not lay himself open to the 
charge of proselyting in the sense of winning converts from one faith 
or religious belief to another. He does not attempt to win men away 

84973—57——3 
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from a belief already accepted. The sacraments of his church, the 
regular exercises of meditation and prayer, the public and private wor- 
ship of God, the association of like-minded people in a fellowshi 

all are unique means upon which the religious counselors call in assist- 
ing the aging. 

‘ears, anxieties, feelings of inadequacy, moods of unworthiness, or a 
sense of unforgivable guilt or sin may impede the physical and mental 
as well as the spiritual health of the aging patient or member. It 
is the chaplain’s duty and responsibility to bring assurances of for- 
giveness and reconciliation to assist in the achievement of faith and 
courage. The chaplain appeals to distinctly religious motivations 
for action. He encourages the development of a self-reliant attitude, 
the growth of a sense of personal responsibility within the individual, 
all within the framework of a true dependence on God. 

It is often the chaplain’s privilege to come into personal contact 
with relatives and friends of aging patients or members. At times 
the patient or member will want to introduce his chaplain; at other 
times the relatives may wish to see the chaplain themselves. He 
makes himself readily available for such contacts. His office is clear- 
ly marked. His secretary or other designated person knows where 
to reach him at all times.’ 

&. Library service for the aging 

Objectives of the library program for the aging in hospitals and 
domiciliaries include the prevention of the development of disabilities 
resulting from physical inactivity and the prevention of mental re- 
gression and social isolation. The hospital and domiciliary library 
is similar to a small community library and functions in a similiar 
manner. It serves both patients and staff and can be a symbol of 
normal community living. 

There are many ways in which the library helps the patient and 
member to maintain contact with the world and current happenings 
and stimulates his interest outside of himself. Especially with aging 
veterans where gradual and progressive apathy and withdrawal must 
be combated, the library assumes an important role. 

As pas of the total Veterans’ Administration library program, 
special library services are developed for the older veterans. The 
development of various clubs as an extension of library service has 
been successful, particularly as a reeducative procedure in social liv- 
ing. Types of clubs include reading groups, adult education groups, 
discussion groups, book contests, book talks, current events groups, 
book review clubs. These clubs or groups meet in the library or on the 
ward of dayrooms and leaders are provided either from the community 
or from the library staff. Special exhibits and other publicity media 
are used to stimulate an interest in these club activities. There is 
often need for reading to the aging patients or members. Here 
library volunteers serve to excellent advantage. Where there are 
groups of older veterans unable to read because of poor eyesight, 
the library provides readers, usually volunteers, who read to the vari- 
cus groups on a regular schedule. Other volunteers also act as club 
leaders and by so doing enlarge the scope of these activities. 


7¥For descriptions of the chaplain’s place in services to older patients see Chaplain 
Harry V. Webb, Ministry to the Aging in Veterans’ Administration, Department of 


Medicine and Surgery, Program Guide: Chaplain Service (Washington, April 4, 1956), 
pp. 5-6. 





STUDIES OF THR AGED AND AGING 29 


Special attention is given to buying books with large clear print 
that can be more easily read by those with failing eyesight. Magni- 
fying glasses are available in many instances to facilitate reading. 


9. Recreation services for the aging 

The recreation program within the Veterans’ Administration is 
designed to make life as satisfying and meaningful as possible for 
hospitalized and domiciled veterans. Its primary purpose is to assist 
the physicians in their treatment of patients, and the domiciliary ofli- 
cers in enabling members to participate in as active and self-de- 
pendent group living as pom e. The recreation leader works with 
the physician and domiciliary officer to insure eventual rehablitation 
of the aging patient and member if such an outcome is medically ob- 
tainable, and, if not, to maintain him at the highest level of adjust- 
ment of which he is capable. ' 

Recreation services are increasingly regarded as an important part 
of the “milieu therapy” to which physicians are giving more and more 
attention. In the Veterans’ Administration, hospital and domiciliary 
recreation is thought of as one of the means toward conserving the 
aging veteran’s maximum well-being. This concept dictates the selec- 
tion of activities primarily on the basis of needs and capabilities, and 
secondarily on the basis of interests. In the domiciliaries the recrea- 
tion program for members may, for example, encompass any or all 
of the following activities: 

Adapted sports.—Impromptu and scheduled participation, instrue- 
tion, and competition in individual and group sports and games; 
attendance at sports events on and off station; sports clinics, officiat- 
ing, prediction contests, smokers, and the like. 

Arts, crafts, and hobbies.—In craft and hobby shops. 

Club activities—Stamp clubs, discussion clubs, creative writing, 
and the like. 

Drama.—Theater production groups, play-reading activities, in the 
recreation hall and theater. 

Motion pictures.—35- and 16-millimeter features, short subjects, and 
news. 

Music.—Bands, orchestras, drum and bugle corps; glee clubs, choirs, 
community sings, barbershop quartettes, concerts, recitals on and off 
station; song writing, quizzes, recordings; instruction, 

Radio.—Station-originated live and transcribed programs, rebroac- 
casts; radio production groups, tape-recording activities. 

Social activities.—Dances, parties, tours, outings, and the like. 

Station newspapers.—Writing and reporting; production and dis- 
tribution. 

Television.—In dayrooms and the recreation hall; scheduled and 
impromptu viewing. 

10. The voluntary-service program 

The use of volunteer assistance in field stations is through the 
Voluntary Service (VAVS) plan, which provides for a coordinated 
and integrated volunteer program designed to assist. Veterans’ Ad- 
ministration field station personnel in aiding and motivating patients 
and domiciliary members to early recovery and purposeful living. 

A healthful and normal association of patients and domiciliary 
members with members of the local community is developed and main- 
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tained through the provision of community participation in the sta- 
tion program and patient and member participation in the community 
life for enhancement of morale and well-being. 

Opportunity is afforded organizations and individuals on a local 
and national basis to participate in appropriate phases of the VAVS 
progtem subject to Veterans’ Administration supervision and its need 

or volunteer assistance. Equal opportunities commensurate with Vet- 
erans’ Administration needs are provided all organizations to share 
in the program under their own identities and commensurately with 
their volunteer resources. 

Volunteer aid is supplemental to the essential personnel, buildings 
and equipment provided by the Federal Government for the care of 
patients and members and will be largely represented by assistance 
through personal services. (For a fact sheet on the Veterans’ Ad- 
ministration Voluntary Service, see appendix H.) 

A VAVS advisory committee is established at central office level, 
and at all Veterans’ Administration stations in which patients are 
hospitalized and/or members domiciled, to advise in the planning, 
integration, and coordination of the VAVS program. A VAVS a 
visory committee may be established at regional offices with medical 
facilities, Veterans’ Administration out-patient clinics, where estab- 
lished, and the Veterans Benefits Office, following approval of the 
Chief Medical Director. 

VAVS National Advisory Committee: This committee is composed 
of representatives and alternate representatives of national organiza- 
tions accepted for membership and assists the Director, Special Serv- 
ice, in an advisory capacity in coordinating on a national level the 
overall plans and general policies for participation of national and 
local voluntary service organizations (service, welfare, fraternal, 
church, veterans, club and civic groups) in the VAVS program. 

The VAVS station advisory committee serves, first, in an advisory 
capacity in coordinating on the local level the established plans and 
policies for community volunteer participation in programs for the 
patients and members and for participation of the committee’s respec- 
tive organizations in the VAVS program; and, second, in obtaining 
from the respective organizations volunteer assistance in accordance 
with needs for such assistance as expressed by the Veterans’ Admin- 
istration station. 

Studies of the role of voluntary community participation in Veterans’ 
Administration programs for aging patients and members are being 
conducted by special study groups of the VAVS National Advisory 
Committee.*® 


11. Planning for the patient’s discharge 

Most patients who have completed their course of hospital treat- 
ment readily return home to resume their respective positions in the 
community. Even in the case of the severely disabled, the problem of 
readjustment to home and community living is very often promptly 
resolved following rehabilitative efforts of greater or lesser degree. 
However, there are some individuals, comprising, for the most part, 
patients in the older age groups, who present home and community 


® Preliminary reports of these studies are published in Veterans’ Administration, Depart- 
ment of Medicine and Surgery, Information Bulletin: Special Service (Washington, 
October 22, 1956), 40 pages. 
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problems of such serious import, that all normally available efforts to 
provide adequate care following discharge are to no avail. In such 
instances, the patient often suffers an unwarranted prolongation of his 
stuy in the hospital to the extent of many months or even years. The 
plight of these individuals, who have reached a stage where hospital- 
ization is no longer necessary, yet who cannot be discharged because 
their families or communities are not prepared to accept their return 
has become one of the most challenging problems of the Veterans’ 
Administration. It was for the purpose of meeting this challenge 
that the program of planning for the patient’s discharge was conceived 
and developed. 

(a) The team approach.—This program is designed to coordinate 
the resources within Veterans’ Administration hospitals and clinics, 
within the established social and health agencies, and within the Vet- 
erans’ Administration volunteer groups in behalf of the individual 
chronic and usually elderly patient who has reached maximum hospital 
benefit, but still is confronted with an outside situation which prevents 
his leaving the hospital. 

For any patient who gives indication of having a severe, long-term 
problem, this team approach permits a joint evaluation by all the con- 
cerned professional personnel such as nursing, social service, dietetics, 
oe medicine rehabilitation, psychologists, and so on, under the 

eadership of the ward physician and the physician who is chief of 
professional services. In conference, they evaluate the patient’s im- 
mediate and long-range problems as each specialty sees them and plan 
the best total way to assist this patient. The doctor presents the 
health situation and the medical treatment plan. The nurse advises 
the team as to the need for professional nursing care in the home which 
she foresees, and the facilities needed for this, as well as the existing 
community resources for furnishing this nursing care. The social 
worker contributes a picture of the home situation, the physical setting, 
the emotional ties, what plans can be worked out with the family, and 
the help she is securing from the established social and health agencies 
(community health departments and clinics, public assistance, family 
welfare, and so forth) in the way of enabling the patient to leave the 
hospital at the suitable time and maintain the gains made. The other 
specialists similarly participate with planning. 

(6) Principles underlying the program.—The fundamental prin- 
ciple underlying the program of planning for the patient’s discharge 
is the fact that each community—its residents, its social and health 
agencies, its volunteer groups—must accept a certain share of responsi- 
bility in providing for the return and continued well-being of the dis- 
charged patient. By bringing into the hospital, the previously in- 
sufficiently utilized resource in the form of representatives of various 
community volunteer groups through the medium of the Veterans’ 
Administration Voluntary ecuinet the problems of patients coming 
within the purview of this program are presented and the avenues of 
needed community assistance beyond that which families and estab- 
lished agencies can supply are explored. 

With the community sharing in the responsibility for the rehabilita- 
tion of the patient including, where indicated, the pursuit of feasible 
vocational objectives, we are assured of far greater success in restoring 
the individual to his family and community, so that he becomes a 
happier and often a more productive citizen of society. 











32 STUDIES OF THE AGED AND AGING 


(ec) Role of the physician —It is the physician who is the guiding 
force in the preparation and development of the discharge plan. How- 
ever, just as the physician determines the course of vaniiiead care within 
the hospital cm guides the course of action out of which arises the 
plan for the patient’s discharge, so must there be medical leadership 
outside the hospital to ensure the effective realization of this plan 
which had been so painstakingly developed. Within the community, 
as within the hospital, the active interest of the physician in his patient 
is the indispensable keystone of the program of planning for the 
patient’s discharge. 

(d) Film, Planning for the Patient’s Disharge—From its original 
establishment at the Veterans’ Administration hospital, Aspinwall, 
Pa., in 1952, the program has gradually been adopted by a number of 
hospitals throughout the country (for example: Veterans’ Adminis- 
tration hospital, Fort Howard, Md.; Veterans’ Administration hos- 
pital, Indianapolis, Ind.; Veterans’ Administration Center, Wood, 
Wis., and many others). Although the potentialities of this program 
have not yet been fully realized, the results thus far appear to be very 
encouraging. A film entitled “Planning for the Patient’s Discharge” 
prepared by the Veterans’ Administration was released about 6 months 
ago for the purpose of depicting the major objectives of the program 
and various phases of its operation. Its use by representatives of the 
national VAVS and others has been most gratifying and it is now 
being shown in Veterans’ Administration hospitals and to many com- 
munity groups. While the concept of cooperation on the part of indi- 
dividuals, social and health agencies, and volunteer groups from the 
community to restore the patient to his rightful place among family 
and friends is not at all new, this film strives to emphasize the tre- 
mendous importance of this joint Planning for the Patient’s Discharge 
in translating into action an appreciation of human values, of happi- 
ness and of dignity, to an extent which could not otherwise be accom- 
plished. 


H. HOME CARE, OUTPATIENT, OR OTHER SIMILAR SERVICES FOR OLDER 
VETERANS 


1. Veterans’ Administration outpatient medical care as it affects the 
older veteran 


The hometown medical care program has been in operation since 
1946 in order to provide for veterans who could not be treated conven- 
iently at Veterans’ Administration installations. This program has 
saved veterans many hours they would otherwise have been required to 
use in traveling to and from Veterans’ Administration clinics, some of 
which would have been lost from their work. The convenience of treat- 
ment in their own hometown, together with the privilege of being 
treated by a doctor of their own choice, has made this plan highly ac- 
ceptable to the veteran patients. As of June 30, 1956, over 40,000 shiva 


cians and a number of osteopaths were participating in the hometown 
medical care plan. In fiscal year 1956, over 554,000 veterans received 
hometown medical care at a cost of $6,290,133. 

At the end of the fiscal year this type of medical care was contracted 
for in 34 States and Territories. In 25 of these States and Territories 
direct agreements between the Veterans’ Administration and State 
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medical societies governed fee payments to participating physicians ; 
in 9 States and Hawaii the plan was operating through intermediary 
organizations recommended and approved by the State medical so- 
cieties. Even though a State agreement is in force in the State in 
which the veteran lives, the veteran may select any reputable physician 
for his treatment. The physician need not be a member of the State 
medical society but must be licensed in the State to practice medicine 
and be in good standing in his community. 

The Hoover Commission, in its task-force report on medical service, 
Veterans’ Administration, recommended “Outpatient care following 
hospitalization for those non-service-connected disabilities for which 
medical need was established at the time the veteran was hospitalized” 
(p. 41). Under current regulations the Veterans’ Administration is 
prohibited from furnishing authorized outpatient care to veterans for 
other than service-connected disabilities. The report also emphasized 
the need for extending preventive health and rehabilitation programs 
for domiciled members and also took note of the special geriatric 
clinic at Veterans’ Administration regional office, San Francisco, dis- 
cussed below, concluding that such programs should be extended both 
for humanitarian and economy reasons. 

The passage of the Public Law 791, 81st Congress, permitted out- 
patient treatment accorded to veterans of the Spanish-American War, 
including the Boxer Rebellion and Philippine Insurrection, to be ex- 
tended to cover treatment of any disability as being service-connected 
on a presumptive basis. For this reason, special cognizance is being 
taken of the needs of these older veterans through the avenues of the 
hometown medical care program, which includes home nursing and 
dental care, and the pilot geriatric clinic at the Veterans’ Administra- 
tion regional office, San Francisco. While all beneficiaries eligible 
for fee-basis medical care are also eligible for home nursing care, the 
latter is stressed particularly in the case of Spanish-American War 
veterans, many of whom require this type of care to enable them to 
remain at home with families and friends while receiving treatment. 
The types of home nursing care, of course, vary. For example, com- 
munity home nursing service is obtainable under contract with com- 
munity public health agencies of which the Veterans’ Administration 
has 524. In addition, visits are arranged for by county public health 
nurses, registered public health nurses, and practical nurses. Of the 
above-noted total number of veterans furnished hometown care in 
fiscal year 1956, 62,761 were veterans of the Spanish-American War, 
who were treated at a cost of $699,735. 

In addition to the treatment for Spanish-American War veterans 
which permits outpatient medical care for any illness, the Veterans’ 
Administration regional office, San Francisco, has a geriatric clinic 
which is under the direction of a physician who currently has approxi- 
mately 100 elderly patients under his medical supervision. Only those 
veterans who are in need of multiple services from various disciplines 
available in the clinic are referred to the geriatric clinic. All others 
are referred to the specialty in which their particular illness falls. 
Twelve to 15 patients are scheduled for each clinic session, and all such 

® For a more detailed account of the San Francisco clinic see Veterans’ Administration 


regional office, San Francisco, Calif., Coordinated Approach to Geriatrics, 1953 (San 
Francisco, 1954), 26 pp. 
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patients must have a medical workup prior to their referral to the spe- 
cial clinic. The geriatric clinic is part of and integrated with the basic 
medical program of the entire office, which, in turn, carries out the 
recommendations of the geriatric clinic. This clinic has demonstrated 
its effectiveness from the standpoint of health and improved morale 
of older patients. The current staffing pattern of the clinic is as fol- 
lows: 1 medical officer, 1 public-health nurse, 1 psychiatrist, 1 physio- 
therapist, 1 social worker, 1 clinic secretary, 1 dietitian. 
2. Continuity of care 

There is considerable continuity of treatment between the hospital 
and outpatient programs for those patients with service-connected 
tuberculous and psychotic conditions—through the well-established 
tuberculosis clinics and through mental hygiene clinics wherever the 
exist. Such continuity is fostered also by the general medical, surgi- 
cal, dental, paraplegia, and various other clinics. Further, in the case 
of referrals to fee-basis physicians, the Veterans’ Administration out- 
patient physicians Mant temporarily in the role of a personal physi- 
sian handling the diagnostic, laboratory, and other preliminary work 
and preliminary planning of treatment of veterans. Community 
nursing care, dietetic services, and social service all contribute to con- 
tinuity of treatment. 
3. Outpatient nursing-care program 

The Veterans’ Administration, aware of its responsibility for the 
medical care of the ever-increasing number of older veterans and those 
with extended illness, is also aware of the importance of effectively 
utilizing the medical and nursing resources of regional office clinics in 
treating and maintaining their health. With the increased number of 
aging patients requiring health care, there has been a corresponding 
increase in the amount and kinds of nursing service required. Nurses, 
as members of the medical-care team, have a responsibility to assist 
the veteran patient in achieving a maximum level of self-care in order 
that he may take his rightful place as an effective member of society. 
In line with the Veterans’ Administration standards of nursing care 
nurses qualified by preparation and experience in the special field of 
public-health nursing are assigned to regional office duties. To insure 
maximum value to the patient during his clinic visit and followup 
nursing care at home, nursing assistance is provided each patient on 
an individualized basis to meet his particular needs. The skate nurse 
interprets to the patient the Veterans’ Administration facilities avail- 
able to help him. She teaches him the principles of healthful living 
and what his contribution to the prevention of illness and maintenance 
of health can be. The nurse also teaches the patient and family how 
to carry out the physician’s orders for the patient in his home. She 
gives him detailed written instructions as a reminder, making certain 
that he clearly understands his health-care plan. In the event the 
patient’s condition prevents him from attending the clinic for needed 
nursing care, the nurse will plan with the phyisician to arrange for 
continuity of professional nursing care in the home through the facili- 
ties of a community public-health nursing agency. 

The community nursing program, an extension of the hometown 
medical-care plan, is a medical resource for the continued nursing 
care and rehabilitation of the patient at home. It serves to bridge the 
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gap between the hospital and home during that period when the pa- 
tient requires reassurance and repens necessary to continued re- 
habilitation. Many of the large number of chronically ill patients are 
hospitalized because of their continued need for nursing care only. 
Evidence reveals that patients are much happier receiving skilled 
nursing care while sharing warm family relationships. Reports indi- 
cate that there has been a steady growth in the number of patients 
referred for this service each year since its initiation, This program 
has made it possible for hospitals to utilize their facilities more effee- 
tively for the care of acutely ill patients. The Veterans’ Administra- 
tion currently has contracts with 524 community public-health pang 
agencies to provide home nursing services, Of the approximately 1, 
veteran patients who benefited from this program during the fiscal 
year 1956, a large number were aged Spanish-American War veter- 
ans—patients with such conditions as heart disease, hypertension, 
hemiplegia, and cancer. In addition, there is a steady yearly increase 
in the number of World War I patients receiving treatment for tuber- 
culosis on an outpatient basis. By way of illustrating the value of 
home nursing care, the following case history is presented : 

A World War II veteran with a diagnosis of multiple sclerosis has 
been receiving home nursing care since July 1954 with the exception 
of three brief periods of hospitalization. When home nursing care 
was begun, this veteran patient had almost completely lost all bodily 
function. It was still possible to feed him, however, and he still pos- 
sessed the ability to make others understand him with his slow, slurred 
speech. Throughout his entire illness he has retained the exceptional 
ability of maintaining his role of husband and father to a very high 
degree. His interest in community and governmental activity con- 
tinued through the media of the radio and volunteer readers. In 1954, 
he received an award for a children’s story under the Veterans’ Ad- 
ministration hospitalized veterans project and is now laboriously dic- 
tating another story. For the past year this veteran patient has been 
totally bedridden and is fed by means of a gastric nasal tube. Last 
December, it was determined that additional nursing service was re- 
quired, beyond that already provided by the visiting public health 
nurse, in order to meet the patient’s increasing nursing care needs. 
While the full-time service of a professional nurse was not required, 
it was possible to employ a licensed practical nurse. The patient him- 
self selected this nurse, a two-Gold-Star mother, who now provides 
8 hours’ nursing care, twice weekly. This licensed practical nurse 
received her orientation in the nursing care of this veteran from the 
visiting public health nurse who continues to provide weekly super- 
vision and guidance. Under this present program it has not been 
necessary to rehospitalize the patient, and emergent home visits by the 
fee-basis doctor have been tly reduced. 

This family situation illustrates the benefits derived through the 
use of the community nursing program in providing continuity of 
nursing care in the homes with many intangible benefits to the patient 
and his family and a tangible financial saving to the Government. 

Because Veterans’ Administration regional offices have recognized 
the need to provide specialized service for this increasing number of 
aged veteran patients, geriatric clinics, as stated earlier, have been 
developed for this purpose. In the geriatric clinic established by the 
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San Francisco regional office the nurse, as a member of the medical 
care team, interviews the patient, gives health guidance, directs the 
patient to other team members, or notes the need for other clinical 
or community nursing resources, and makes the necessary referral. 
She interprets, in the patient’s own language, orders that have been 
given to him by the physician. 

The nurse must have an understanding of the patient’s cultural, 
emotional, and social background, including a knowledge of the home 
situation, recognizing that a different approach is required for each 
aged patient. The clinic nurse must be prepared to give time to in- 
structing the aged patients, realizing that in addition to their diag- 
nosed conditions, the responses of the aged are frequently impaired, 
their sight frequently imperfect. She must also be aware of the 
limited span of attention of this group and their tendency to forget 
readily. For this reason, many aged veteran patients must be escorted 
from one clinic to another by nursing service personnel in order to 
insure maximum value from the clinic visit. The result of this co- 
ordinated approach to comprehensive outpatient medical and nursing 
care and treatment of the geriatric patient is most worthwhile. The 
outpatient geriatric clinic is a good investment in the health and 
welfare of our older population. It keeps the patient ambulatory and 
with his family; it is good preventive medicine. 


4. Dietary guidance for outpatients 

In 24 regional offices and 9 outpatient medical divisions combined 
with hospitals, dietitians assigned to the nutrition clinics evaluate 
dietary intakes of geriatric patients and learn to know them as indi- 
viduals with varying influences affecting their food habits. Dietary 
guidance is eal adapted to their medical treatment and living 
situation, and when possible, relatives or other persons responsible 
for their food preparation are given dietary instruction. Some group 
sessions are conducted for these veterans in which attention is given 
to the nutritive needs of the “senior citizen,” menu planning to pro- 
vide an adequate and acceptable daily diet, recipes, and budgetary 
consideration incorporating economy foods which furnish valuable 
nutrients. This phase of medical treatment is closely integrated with 
that of medical, nursing, and social services, and is carried on in many 
instances from a planned interdisciplinary approach. 


§. Social work in the outpatient program for the aging 

The regional office social workers act as an arm of the hospital’s 
medical staff by actually visiting the family at home to bring the wife 
or son or daughter into the planning in behalf of the aging patient 
or member. They may be living at a great distance from the hospital, 
even in another State. The hospital or domiciliary, through this 
regional office channel, secures a better understanding of how able the 
people at home are to care for the patient—what their situation is, 
what heavy obligations caring for the patient may create for an al- 
ready overburdened sick or aging wife or working daughter. Joint 
planning is done for their use of an attendant or such community 
resources as their locality provides—like housekeeping services, the 
community’s attention to the homebound, visitations by volunteers, 
financial supplementation of the income, nearby clinic services. The 
aim is if possible to have the patient rejoin his family, rather than 
spend the rest of his life in an institution. 
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In the case also of aging but harmless psychotic patients whom the 
hospital would like to see have a trial visit at home, such a pre-trial 
visit planning with the family is the regular procedure. After appro- 
priate arrangements are made and when these patients are returned to 
their homes, the regional office social service keeps in touch with as 
many of these psychotic veterans as staff and travel funds will permit 
to prevent situations which at first are adjustable, from becoming so 
acute and pronounced that rehospitalization is required. The patient, 
the family, and the community are given assistance in dealing with 
such problems early. Among the approximately 11,000 veterans under 
trial visit supervision by Veterans’ Administration social workers in 
fiscal year 1956, a considerable number were in the aging category. 
if the home cannot possibly receive him, then the hospital is advised 
so consideration wate given to a foster home placement as mentioned 
earlier. 

Similarly one of the main services given the Spanish-American War 
veterans by outpatient social workers is helping them prevent the 
necessity for institutional care for as long as possible—enabling them 
to live under beneficial circumstances and maintain maximum interest 
and participation in what is going on in the community. The geriatric 
clinic at the San Francisco and Brooklyn regional offices and aaaheve 
are using considerable ingenuity in meeting this new challenge from 
this elderly and very responsive group of veterans. (See appendix I.) 

In addition, social work attention is being given considerable num- 
bers of aging veterans among those attending tuberculosis and other 
regional office clinics who show social problems that are complicating 
and increasing their disability. 


The need of elderly patients enna care is another 


aspect of the social service program. Help is given with necessary 
personal plans prior to admission or through providing awareness of 
other resources available in the community which might avert the 
need to leave their own hometown. Throughout residence in the domi- 
ciliary, the regional office social worker helps strengthen home ties so 
that if discharge is indicated, the veteran can more easily return to 
community living. 


I, OTHER PROBLEMS RELATED TO THE ADEQUATE CARE OF THE AGING 


The Veterans’ Administration was once asked to comment on the 
recommendations of the Commission on Chronic Illness, which ap- 
peared in their Chronic Illness News Letter in June 1955. Among the 
exhibits are their questions Nos. 44, 45, 47, and 48, with the Veterans’ 
Administration comments attached to them. They relate respectively 
to— 

. Shortages of well-trained health personnel. 
2. Training and recruitment programs. 
. Inducements to interest students in undertaking training. 
. Education for some classes of health personnel. 
H. V. Hierey, 
Administrator of Veterans’ Affairs. 
Ocroper 1956. 
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The recommendations noted above are as follows: 
1. Shortages of well-trained health personnel 


RECOMMENDATION NO. 44—-COMMISSION ON CHRONIC ILLNESS 


Shortages of well-trained health personnel to care for long-term 
patients are more critical than the personnel shortages in other areas 
of care. These shortages can be accounted for, in part, by the follow- 
ing: 

(a) In our culture, there exists a phenomenon of rejection of 
the aged and disabled. This phenomenon is manifest among the 
general public and the professions alike. It affects individual at- 
titudes toward prevention and treatment as well as group attitudes 
toward responsibility for developing and financing programs 
for care. 

(6) The belief is widely held among the health professions that 
care of long-term patients is uninteresting, unlikely to produce 
much improvement in the patient’s physical and mental state, and 
therefore less rewarding than work with acutely ill short-term 
patients; this belief is held despite advances in medicine, includ- 
ing modern concepts of rehabilitation that have radically changed 
the outlook for restoring the capacity of many long-term patients 
to useful, happy lives. 

(c) The work is often physically taxing, and frequently may be 
distasteful and discouraging. 

(4) Many of the long-term facilities are poor and shoddy and 
lack necessary equipment. Frequently they are located in isolated, 
unattractive areas where living quarters for the staff are hard to 
find and public transportation is not available. 

(e) Pay seales are usually low, the numbers of staff insufficient, 
and workloads heavy. 

Measures must be adopted to counteract these influences that inter- 
fere with the development and maintenance of a supply of personnel 
which will elevate the standard of care of the chronically ill to that 
given to persons with acute short-term illness. 


Veterans’ Administration comments on recommendation No. 44 


It is true that the Veterans’ Administration faces professional short- 
ages in practically all groups, especially among doctors, including 
psychiatrists, dentists, dietitians, nurses, physical medicine rehabilita- 
tion, social workers, and laboratory personnel. However, these short- 
ages are not because of the reasons listed as (a), (b), and (e), meray 
disinterest in the aged, or the taxing quality of the work. In fact, the 
Veterans’ Administration is probably recognized as taking quite a 
leadership role in helping change attitudes of hopelessness toward the 
elderly and disabled, by showing what can be done to prevent un- 
necessary incapacity, and in many instances, to achieve substantial 
rehabilitation. For example, Veterans’ Administration staff take a 
great satisfaction in the accomplishment of the physical medicine and 
rehabilitation program in its steady advancement in techniques and 
results. 

Rotation of the available supply of personnel from the acute serv- 
ices to the services for long-term patients has been one method of pro- 
viding rehabilitation services to the latter group. In addition, through 
in-service training, personnel have recognized the challenge and need 
for improved rehabilitation coverage for the chronic and geriatric 
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patient and have willingly accepted this challenge. It will be some 
time before this critical shortage of physical medicine rehabilitation 
personnel will be alleviated. In the meantime, emphasis is being placed 
- ee utilization of already trained personnel as mentioned in 
4 . 

he shortages of well-trained dental personnel in the Veterans’ 
Administration is not limited to long-term patient requirements, This 
situation prevails in our whole hospital program. However, it is true 
that epeeemanones the ney dental program has been sup- 
ported even less adequately than the hospital program to date. 

Although a certain amount of reorientation may be desirable for 
dentists assigned to care for chronic-type patients, to improve the 
team approach to patient care, our greatest needs for improving this 

hase of patient care are facilities and adequate salary for personnel. 

e are concerned particularly about the shortage of auxiliary dental 
personnel. We cannot compete with private practice in the recruit- 
ment of dental hygienists and dental laboratory technicians until 
classification standards are properly adjusted. 

The role of dentistry in “total potions care and rehabilitation of 
long-term patients” cannot be fully experienced until management 
recognizes that custodial-type dental care does not meet the require- 
ments for team approach to health care. When this is recognized, a 
more realistic share of funds will be directed to this activity. This 
should be reflected in the distribution of available funds and plannin 
for future needs. The greatest needs for improving this phase o 
patient care in the Veterans’ Administration are facilities, staffing, 


realistic classification standards, and salary for professional person- 

nel commensurate with their qualifications and their potential earn- 

ing power in other fields. The first two of these needs pens upon, 
1e 


to some extent, the attitude of local management toward t 
at hand. 

d) Itis true that some of our hospitals, especially neuropsychiatric 
and tuberculosis, are in isolated localities where transportation is not 
of the best, but the trend in recent years has been toward establishing 
hospitals in the vicinity of medical schools in cities. 

(e) It is true also that pay scales are, in many types of positions, 
too low; that the number of staff in many hospitals is insufficient, 
and that everywhere the workloads are heavy for all types of profes- 
sional personnel. One example of an effort to correct pay scales is 
the current civil service reclassification study being made of social- 
work positions. The whole subject (¢) is constantly before us: Were 
more funds available to permit better staffing of hospitals, domieili- 
aries, and clinics; were more trained staff being graduated by schools 
in the various professional fields—then undoubtedly persons with 
chronic illness could be rehabilitated in much greater numbers without 
the number of hospital beds being increased. 

In relation to nursing, the numbers of nursing personnel to care 
for patients with long-term illness is controlled by availability of 
nurses and budgetary restrictions rather than the nature of the 
patient’s illness. These patients need more personal care than short- 
term pefiqnis-tapding, bathing, encouragement, ambulation, sociali- 
zation, occupation. Our units are understaffed for the rehabilitative 
care which nursing service sees need of providing. Personnel are 
giving good physical care generally, but need more time and prepa- 
ration to provide emotional support and assistance in helping the 


problem 








40 STUDIES OF THE AGED AND AGING 


patient establish satisfying relationships and interests. This is basic 
to self-care ability. 

(a) Most nursing service personnel enjoy assignment to units 
devoted to the long-term patient, and derive satisfaction from 
giving good physical care, particularly where leadership is chal- 
lenging, there is a dynamic medical program and organized team 
planning. 

(6) Nursing personnel have demonstrated interest in care of 
long-term patients in hospitals, regional office clinics, domicili- 
aries, and at home, especially under the conditions noted in (a). 
A growth in interest can be expected as medical programs are 
established. 

(c) The work is physically taxing and discouraging when 
there are insufficient personnel to share lifting heavy patients and 
providing needed services, and when the necessary labor-saving 
devices and physical facilities are not furnished. Some progress 
is being anks in securing devices as mechanical lifters, rollers, 
bars, trapezes. The matter of sufficient personnel has not been 
solved. Again, leadership and program are important to morale. 

(d) We have adequate facilities on the units of some Veterans’ 
Administration hospitals. However, more self-help and safety 
devices are needed and provisions have not been made so that pa- 
tients can get outdoors easily when desired. Many units in Vet- 
erans’ Administration hospitals, clinics, and domiciliaries are not 
adequate and needlessly overtax the personnel in providing a 
minimum of care. (Example: The annex and nursing home at 
Los Angeles.) Better care is possible when long-term patients 
are segregated on special units and this is being done at’ some 
stations. 

(e) The pay personnel assigned to the care of long-term pa- 
tients does not Aiffer from that of personnel assigned to short- 
term patients. The workload is heavy at all our stations, and 
staff is not sufficient for rehabilitative care. Personnel and 
equivalent have been requested. A study has been initiated to 
determine the cost of nursing care in relation to quality. This 
should give us a basis for more accurately stating the cost for 
the quality of care adopted for long-term patients. 


2. Training and recruitment programs 
RECOMMENDATION NO, 45—-COMMISSION ON CHRONIC ILLNESS 


Training and recruitment programs to alleviate current shortages 
and to avoid even more serious future deficits must be built upon 
and must validate the Commission’s primary objective: A dynamic 
approach to chronic illness that will prevent such long-term disability, 
minimize its effects, and restore many of the disabled to a useful and 
productive place in the community. Wider recognition by the public 
and by the health professions that care of the long-term patient is 
potentially a most rewarding and dramatic service to humanity will 
counteract tendencies to reject the disabled, the aged, and infirm. 
This wider recognition can best be achieved by effective action and 
demonstration programs that are begun and carried on in spite of 
the acknowledged difficulties. 
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Veterans’ Administration comments on recommendation No. 45 


With reference to recruitment programs, the Veterans’ Administra- 
tion collaborates with the Civil Service Commission in a continuing 
nationwide recruitment program. However, much of our recruit- 
ment effort is directed toward available trained personnel rather than 
toward the high-school student who is a potential candidate for a 
career profession. (See also comments on par. 47 below.) 

The Veterans’ Administration has endeavored to meet critical 
shortages in mental health personnel through the development of 
training programs, such as the residency programs in medicine and 
psychiatry, the psychology training program (which gives training 
in both clinical and counseling psychology), the dietetic internship 
program, and training in social work, nursing, and the various physical! 
medicine and rehabilitation specialties. Most of our new staff ap- 
pointments in psychology, for example, are graduates of the Vet- 
erans’ Administration psychology training program. 

With reference to gualeestonia training programs in the Veterans’ 
Administration, it should be noted that the number of affiliating stu- 
dents from the various schools, such as those for seltaitinnal and 
physical therapists, increased each year. The clinical experience 
provided these students includes dealing with the problems encoun- 
tered in the care of the long-term chronically ill patients. 

The Veterans’ Administration is not in a direct position to prevent 
the initial development of chronic illness, as the program is primarily 
focused on treatment. However, its examinations are thorough, and 
at the first sign of chronic illness in veterans examined, for whatever 
purpose, the effort is made to prevent its advance. Those veterans 
who at the same time do not require hospital treatment, but are in- 
eligible for Veterans’ Administration outpatient treatment, are re- 
ferred to other community clinics for immediate treatment. Through- 
out the Veterans’ Administration, in hospitals, clinics, and domi- 
ciliaries, the emphasis is on rehabilitation—physical, emotional, so- 
cial, and vocational. This dramatic viewpoint is absorbed by our 
students who are given a chance to participate in these inspiring de- 
velopments. 

A central office recruitment committee has been established to devise 
means of recruiting needed nursing personnel. Participation in nurs- 
ing organization activities both locally and nationally has been empha- 
sized, as exhibits, panels, distribution of pamphlets, talks, newspaper 
posbaity; committees—these make the advantages of our service 

nown. The affiliate nurse-education program has been, and is, a good 
source of recruitment. Nurses in our service are provided educational 
details to gain understanding and skill in the care of long-term pa- 
tients—these nurses can teach when they return. Care of the long- 
term patient is sometimes the subject of in-service education programs 
within the stations, as the need is recognized. 

The Veterans’ Administration has established demonstration pro- 
grams at five centers for care of long-term patients. 


3. Inducements to interest students in undertaking training 
RECOMMENDATION NO. 47—COMMISSION ON CHRONIC ILLNESS 


Greater inducements must be provided to interest students in under- 
taking training in the fields where they are needed; and to maintain 
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the supply of workers in these fields. The following specific steps are 
recommended : 


(a) Recruitment programs should be pursued vigorously alon 
the lines of those undertaken by the National Health Council an 
a number of other professional and health organizations. 

(6) Private and public funds for scholarships and stipends to 
encourage young people to enter schools training health personnel 
must be greatly increased. r 

(¢) Communities should find out how many trained professional 
and technical health workers are not now employed in their pro- 
fessions, learn what is needed to attract them to the field, and or- 
ganize active recruitment programs to draw them back into appro- 
priate employment. 

(d) Existing agencies and facilities should organize to make 
more effective use of personnel. The emphasis should be placed 
on personnel functions and services, but the importance of physi- 
cal facilities and equipment should be remembered, for satisfactory 
working conditions and surroundings affect staff morale. 

(e) Agencies and institutions should review the nature, em- 
phasis, and objectives of their programs. Programs that empha- 
size restoration of the patient’s full potential, programs in which 
the patient and staff cooperate in the struggle for maximum de- 
velopment of the patient’s residual capacities give emotional sat- 
isfaction to the worker and thus attract and hold staff more readily 
than programs which are static and custodial, 

(f) Job satisfaction must be materia] as well as spiritual. Those 
who serve the long-term patient must receive adequate monetary 
compensation for their services. 


Veterans’ Administration comments on recommendation No. 47 


Methods of enlisting the interest of students to enter the health field 


is another subject always before us. (See also comments on pars. 14 
and 45 above.) 


(a) The National Health Council’s recent publication, Health 
Careers Guidebook, has been made available to field stations for 
use on national hospital days, career days, and in individual con- 
ferences with young people in high school, colleges, and graduate 
schools. The Veterans’ Administration welcomes visits to its 
hospitals. The dietetic department encourages a small group of 
college students to undertake a summer practicum of 6 weeks to 
familiarize themselves with this field. Perhaps the Veterans’ Ad- 
ministration should do more to improve the character and de- 
scription of civil-service announcements, increase its public in- 
formation programs, expand college recruiting. This recruit- 
ment area is one to which every health organization will have to 
increase its contribution and try to reach a wider range of young 


eople, 
( by The Veterans’ Administration training program includes 
students in occupational, physical, manual arts, corrective, and 
educational therapy, also executive assistant in physical medicine 
and rehabilitation, nursing, clinical and vocational counseling 
psychology, social work, dietetics, and hospital administration, as 
well as physicians in many categories. Some are paid’ some are 
unpaid, except for the provision of subsistence and lodging. The 
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subject is constantly being studied to devise methods under current 
legislation that will attract more students. 

(¢) Weshould be glad to see communities do more to bring back 
desirable persons who have left the various health professions. 
The Veterans’ Administration does, of course, reinstate consider- 
able numbers of all types of personnel. 

(d) The effective use of personnel and maintenance of satis- 
factory working conditions are also subjects constantly before us. 
Each specialty 1s continuously reviewing its appropriate functions 
and shifting to untrained or less well trained persons any services 
which the latter are equipped adequately to provide. 

(e) We agree that the nature, emphasis, and objectives of pro- 
grams require steady review. It is true that helping patients 
maximally overcome their handicaps is an inspiring objective that 
permeates the thinking of the staff at most of our stations. The 
rehabilitation of patients with chronic disease or permanent in- 
jury has been stressed, especially since 1945, and more recently 
stations including domiciliaries are studying more thoroughly the 
problems and possibilities among geriatric patients. 

(f) Again, it may be said that there are certain types of posi- 
tions where, though the gratification and opportunities for service 
are large, the monetary compensation is natieuate to the respon- 
sibilities carried and the achievements being demonstrated. 

The Nursing Service has studied the effective use of personnel. It 
was found that nursing personnel were diverting time needed for 
patient care in ae many nonnursing functions as clerical, ele- 
vator operation. The results of this study were furnished field sta- 
tions as an aid to eliminating nonnursing functions and to recapture 
precious nursing time. The cost study mentioned above will provide 
a method to be used by stations to study effective use of personnel. 

Nursing Service is convinced of the need to participate in review of 
the nature, emphasis, and objectives of the program for long-term 
patients to establish standards and plan for achievement of these as 
they affect the nursing care of long-term patients. 


4. Education for some classes of health personnel 


RECOMMENDATION NO, 48-—-COMMISSION ON CHRONIC ILLNESS 


Education for some classes of health ee eee 
I 


physicians and nurses—must be reoriented at undergraduate, grad- 
uate, and postgraduate levels. There is great need to Balaien instruc- 
tion in the characteristics and treatment of short-term illness by plac- 
ing equal emphasis on long-term illness. The characteristics of long- 
term illness require: 

(a) That the student gain full appreciation of the psychologi- 
cal and social factors that affect and are affected by long-term 
illness. In his training and experience, the student should see the 
patient in relation to his family and community, and should learn 
to use community resources in helping to meet the patient’s eco- 
nomic, social, and spiritual needs, 

(6) That students have opportunities to observe and serve pa- 
tients over a period sufficiently long to become fully aware of the 
changing nature of most long-term illness and to learn how to 


84973—57——4 
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help the patient and his family through the various phases lead- 
ing to maximum use of his capacities. 

(c) That there be training in the team approach to patient care. 
The curriculums should include courses which emphasize the meth- 
ods by which the various disciplines can and must work together 
in the care of long-term patients. Students in medicine, nursing, 
social work, physical therapy, occupational therapy, and other 
fields should have practical experience in jointly planning and 
carrying out patient care. 

(¢7) That students gain meena of the importance of con- 
tinuity of care and the coordination of services to patients in their 
own homes, in nursing homes, in outpatient departments, and in 
rehabilitation centers. 

(e) That educational experience be offered in settings other 
than the hospital. Most long-term patients are cared for outside 
the hospital, yet most physicians and many other health person- 
nel have their formal education in hospitals. Students should 
have experience in all the settings in which patients receive care, 
including their own homes. 


Veterans’ Administration comments on recommendation No. 48 


Veterans’ Administration hospitals are well organized from the 
standpoint of professional, paramedical, and auxiliary services to pro- 
vide orientation to all classes of physicians and nurses at the under- 

raduate, graduate, and postgraduate levels as to the need for balanced 
instruction in the characteristics and treatment of long-term illness on 
an equivalent basis with short-term illness. 

(a) The majority of Veterans’ Administration hospitals con- 
tain social service departments, clinical psychologists, and other 
departments which continually work with community resources 
in Salnaed to meet the patient’s needs. 

(6) In Veterans’ Administration hospitals the length of the 
patient’s stay is such that all classes of personnel have ample 
opportunity to observe the course of long-term illness and par- 
ticularly its response to rehabilitative measures as pevihed. by 
physical medicine and rehabilitation departments of veterans 
hospitals. 

(c) The Veterans’ Administration hospitals can play a role in 
medical school teaching by providing the clinical and practical 
features which would accompany curricular courses emphasizing 
the team concept. Veterans hospitals at the moment have already 
inaugurated programs in planning for the patient’s discharge at 
the time of admission, rehabilitation conferences and other joint 
efforts in planning and carrying out patient care. 

(d) Veterans’ Administration hospitals can emphasize con- 
tinuity of patient care through reference to the community nurs- 
ing program and other social agencies. Those physicians in 
residency training who receive additional training by rotation to 
non-Veterans’ Administration hospitals can gain further profes- 
sional experience if these hospitals include experience in outpa- 
tient departments, rehabilitation centers, or visits to patients’ 
homes in their program. 
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(e) Full-time Veterans’ Administration personnel and residents 
may not care for patients outside the Veterans’ Administration 
hospital. 

The need to balance instruction in the characteristics and treatment 
of short-term illness by placing equal emphasis on long-term illness is 
becoming recognized. This is an educational experience that is be 
ing advocated for basic school curriculum. As was pointed out in the 
comments relative to paragraph 45, educational opportunities per- 
taining to the care of long-term patients are being made available to 
Veterans’ Administration nurses. 











APPENDIXES 


Apprenpix A 
Geriatric MAINTENANCE THERAPY Program ' 


Walter C. Matheny, M. A.;* Worth J. Randall, B. S.;* and Leo 
Rosenberg, M. D.* 


This center [Dayton, Ohio] has a domiciliary section of 2,100 beds 
and a so-called geriatric (Patrick) hospital with about 150 custodial 
beds. Both of these units have large numbers of veterans with disa- 
bling, chronic disease, residual of severe accidents or surgery, and in- 
firmities of old age. In a survey of the age and disability characteris- 
tics of 250 patients being transferred from hospitals to the domiciliary 
section, we found that (1) 28 percent were past 65 years of age and 86 

reent were past 55; (2) 42 percent had permanent progressive disa- 

ilities. A survey of the geriatric hospital et the same time showed 41 
percent to be over 65 years old and 94 percent to be over 55 years old 
and suffering from severe disabling illness. 

Some time ago the need for a physically sustaining type of treatment 
became apparent. Patients who had reached the conclusion of their 
definitive treatments ana had a great deal of residual disability were 
often transferred to the geriatric hospital or domiciliary section where 
many deteriorated noticeably in the absence of directed exercise. With 
a small staff and a large potential load of this type superimposed on 
the regular therapy needs of the center, we sought a mass type of treat- 
ment that would provide for minimal patient needs and require mini- 
mal therapist time. We eventually developed a plan of maintenance 
therapy which has proven successful beyond our expectations. 

Let us first define what we mean by maintenance therapy. It is a 
program of minimal activity required to maintain the physical con- 
dition of a patient with a poor prognosis for improvement at his maxi- 
mum feasible level. This objective is usually established for the pa- 
tient by the physiatrist under the following conditions: (1) After 
the patient has undergone intensive restorative therapy and has 
reached the point of maximum treatment benefit and it appears likely 
that he cannot maintain his own physica] condition; (2) where a 
geriatric patient has deteriorated in the absence of physical medicine 
and rehabilitation therapy, and maintenance therapy is necessary to 
prevent contractures, disuse atrophy, decubiti, incontinence, weakness 
of musculature, and loss of self-care ability. 


1Source: Veterans’ Administration, Department of Medicine and Surgery, Information 

Pee a Physical Medicine and Rehabilitation Service (Washington, February 
» PP. et 

2 Executive assistant, phvctonl medicine and rehabilitation service, Veterans’ Administra- 
tion Center, Dayton, Chio. 

% Chief, corrective therapy, Veterans’ Administration Center, Dayton, Ohio. 
pitas praesent medicine and rehabilitation service, Veterans’ Administration Center, 

ayton, 0. 
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Patients often fail to maintain themselves physically because of 
mental confusion and disorientation. We believe that activity, physi- 
cal and mental, retards mental deterioration. Our program, there- 
fore, makes a twofold attack on the problem of maintenance: (1) It 
provides exercise to maintain the patient physically; (2) it retards: 
mental deterioration so the patient retains his interest in self-activity.. 

The primary objectives of the program are as follows: 

1. To continue self-care ability as long as possible. 

2. To delay the necessity for maximum nursing care. 

3. To improve morale of geriatric patients. 

4. To fill a distinct need for sustaining therapy by a mass-treatment 
technique, where possible. The mass approach enables us to do more 
maintenance therapy with present personnel. 

5. To screen the large group of geriatric patients for those with the 
will and capacity to improve under intensive therapy. 

6. To provide social outlets for patients of similar current social 
status in clinics. 

Faced with the problem, and accepting the concept of maintenance 
therapy as the maximum feasible rehabilitation for certain individual 
patients, we established a recognized treatment objective—mainte- 
nance therapy. In each individual case, this objective is determined 
by the physiatrist when the need is apparent and the prospects of 
ERD ORODAN are negligible. ; 

he program was launched by the corrective therapy section at the 
geriatric hospital. About 15 patients, who were receiving no physical 
medicine and rehabilitation treatments, were selected by the ward 
physician and physiatrist on the basis of their need for a sustaining 
type of therapy and self-care training. The patients are brought to 
the clinic from 10: 45 to 11: 45 daily, which is normally a slack period 
for the therapist, due to hospital routine. 

During this hour, the therapist trains and assists each patient to: 
learn and carry on a specified activity. He assists and encourages 
each patient, moving from one to another as required. Parallel bars, 
wall pulleys, bicycle, punching bag, shoulder wheel, reciprocal over- 
head pulleys, etc., are used simultaneously as scheduled. Each patient 
uses one or more pieces of apparatus, getting a total of 5 to 20 minutes 
of exercise conamelane to his tolerance. 

Member detail men assist the therapist in getting the patients 
started on the equipment, moving them from one piece of equipment 
to another as hake serving as ambulation escorts, moving them 
in and out of the clinic, and standing by to assist patients as required. 

A second part of the corrective therapy maintenance program is to 
schedule patients with maintenance objectives throughout the day for 
individual work in Patrick and Brown Hospital clinics. After their 
routine is learned, they require little therapist attention and can use 
the equipment not then in use by other patients. Many patients can 
get good sustaining results by this means with a minimum of 
supervision. 

The maintenance therapy objective is in effect for several blind 
geriatric patients in Patrick Hospital. Due to their age and physical 
and mental condition, a program of orientation and cane ome ation 
is not feasible, but they do need a physical sustaining therapy. Their 
treatment is essentially a corrective therapy type of treatment using 
the corrective therapy facilities. 
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Occupational therapy has prescriptions on a few geriatric patients 
and domiciliary comin with maintenance objectives. They utilize 
crafts and activities suited to the patient’s physical or mental need, 
and in which he is interested. For the most part, they are the same 
activities given to other patients and on an individual basis. It is 
usually a repetitive activity which does not require too much learning 
ability and which can be carried on without much supervision. 
Training in some of the activities of daily living is given, if necessary. 

An excellent rapport is not difficult with the _— patient in all 
phases of our maintenance therapy program. ‘The occupational ther- 
apy clinic is especially conducive to socializing while working, rem- 
iniscing, and developing common interests in some {aot Successes 
in completing projects and getting ——— of admiration from 
therapist and patients encourage a feeling of achievement and self- 
worth which is very stimulating and satisfying to the geriatric patient. 

Physical therapy has a very few maintenance cases which are mul- 
tiple physical rehabilitation problems. They require an individual 
approach toward stabilizing muscular imbalance and arresting degen- 
erative processes of disease. 

Although we have a limited objective in these so-called maintenance 
cases, we get some beneficial physical results beyond mere maintenance. 
The following are observed : 

1. Increases joint mobility. 

2. Reduces minor aches, pains, stiffness, and soreness. 

3. Improves remediable postural defects and personal appearance. 

4. Increases muscular strength, endurance, and coordination. 

5. Reduces symptoms of dizziness (on standing or sudden exertion), 
constipation, and incontinency. It improves appetite and ability to 
sleep. 

6. Improves motor skill. 

7. Reduces chronic fatigue. 

8. Increases patient’s confidence in his ability to be active. 

Our experience has shown that a considerable number of geriatric 
patients, admitted to the program for maintenance therapy, have been 
able to make substantial progress toward self-care and ambulation. 
The immediate reason for starting treatment is to maintain the pa- 
tient’s physical condition, and his capacity for improvement would 
probably not be discovered except for the screening effect of the main- 
tenance program. The treatment objective in such cases is changed 
to self-care and ambulation, preparation for discharge to his home, 
or other suitable objective. 

There have also been demonstrable financial savings from this pro- 
gram. Aside from the savings in nursing and medical care, which are 
difficult to measure but are substantial, patients and domiciliary mem- 
bers have progressed to other objectives and to discharge. Known 
cases of discharge from this program in the past year are as follows: 


Total days Per diem Total 
Discharged status saved to saving saving 
charged date 





3 | Domiciliary to home $2. 86 | $1, 023. 88 
PEED CO UNMMNDS onl ven mt cudold side iicedccus ‘ 17. 05 | 4, 688. 75 
1 | Hospital to domiciliary - - - - anil : 114.19 1, 702. 80 


1 
| 
: fu A ie ¥: 7, 415. 43 


Ping difference between $17.05 per diem cost in hospitals and $2.86 per diem cost in the domiciliary 
ection. 
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When you consider that these patients are from a group who would 
normally spend the remainder of their lives in a custodial hospital, the 
financial savings are worthwhile. 

The press of definitive treatment of acute and subacute cases leaves 
limited time that can be devoted to maintenance therapy. A pereent- 
age breakdown of the present number of patients and therapist time 
is as follows: 


Estimated 
| Percentage 


| percentage 
Section of total of total 
| @aseload | therapy 
time 


Physical therapy - - 
Occupational therapy - - - 
Corrective therapy 
Blind rehabilitation -_- 


The time percentage devoted to this phase of the total physical med- 
icine and rehabilitation treatment program is significantly lower than 
the percentage of the caseload. In physical therapy some maintenance 
cases are treated 2 or 3 times a week, as sufficient to maintain them. In 
occupational therapy this type of patient often requires little thera- 
pist attention after he has learned how to do his project. The use of 
group methods of treatment and the use of detail men assistants keeps 
the time percentage low in corrective therapy. The maintenance treat- 
ment in blind rehabilitation is brief compared to the usual activity pe- 
riod of 3 hours per man in the crafts program. 

The maintenance load has a distinct tendency to increase, since the 
rate of turnover of maintenance cases is naturally low. 

This article should not be construed as a description of our total 
physical medicine and rehabilitation program, but merely as a unique 
part, at present taking about 4 percent of our total effort. Mainte- 
nance therapy is not new here, or elsewhere, but it has been recognized 
as a treatment objective, and an effort has been made to increase cover- 
age by simplifying the methods, This program is our effort to follow 
the present medical thought toward a program of geriatric medicine. 
We offer this description of our experience to show that physical medi- 
cine and rehabilitation has much to offer in a geriatric program. 

We have had the benefit of the wholehearted cooperation of the 
Nursing Service in this experiment. It has required some adjustments 
of patients’ and attendants’ schedules to make it possible. This has 
been done most willingly. Patients have been prepared and sent to the 
clinics regularly so that treatments could have continuity. Confused 
patients are prompted to attend when they would otherwise forget. 

The program has also been supported and urged upon us by the phy- 
sicians in charge of the patients in the geriatric hospital. They have 
made well-selected referrals and have aided in the evaluation of the 
treatment results. 

We believe, however, that maintenance therapy should not divert us 
from our primary responsibility of a restorative and preventive ther- 
apy program for our patients, where it is required. The proportions of 
the need for geriatric maintenance therapy, locally is so immense that 
it cannot be assumed fully with present staff. By the means described 
in this article, we have tried to increase our capacity to fill this great 
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need and to evaluate results that may be achieved. The poe of ger- 
iatric maintenance therapy, however, will remain a real problem until 
physical medicine and rehabilitation staffs are larger. 

oe * ok * * * - 

Nore.—The chief nurse, Mrs. Lucile Daniel, R. N., and the nurse 
supervisor of Patrick Hospital, Mrs. Catherine Peters, R. N., were 

ed to comment on any observable patient or nursing benefits aris- 
ing from this program. Mrs. Peters made the following comments: 

‘The principal values of a program of this kind are in the new out- 
look and capacities which have been developed in the patient. He is 
reeducated to use his arms and legs, and is able to walk again, to feed 
and dress himself, and to take care of his toilet needs. Such progress 
has given the geriatric patient a threefold blessing, mentally, morally, 
and physically. It has given him renewed confidence as well as a new 
lease on life. This newly found freedom of motion and freedom of 
activity give the geriatric patient a feeling of comfort, of independ- 
ence, and, literally speaking, a goodly share of sunshine in his other- 
wise dull existence. 

“Flexion deformities in upper and lower extremities are common 
within the ranks of the tislphens and bedridden geriatric patients. 
Here, too, good medical care, including physical medicine and rehabili- 
tation, has produced wonderful results. The almost endless parade 
of good net results manifested in the countless number of wheelchair 
patients and ambulant patients, past, present, and future, reduces 
the workload of the nursing staff. This enables them to focus their 
time and attention on the acutely ill patients.” 


TABLE 1,—Disability analysis of 240 reports of physical medicine and rehabilita- 
tion evaluations prior to transfer from hospital to domiciliation at Veterans’ 
Administration Center, Dayton, Ohio, Apr. 5 to Dec. 1, 1958 


Primary cause of necessity for domiciliation | Number of 
' cases 
| 


Constant medical supervision 

ee ence nel ons widdincedaeses dlksckeemmesanecd 
Lack of competitive skills «= cthdbb bids dads dé 
DONE ainsi tem emsilig't« dpriineh b apblld havin dtiebaaaneocas | 


TABLE 2.—Age analysis of 250 reports of physical medicine and rehabilitation 
evaluations prior to transfer from hospital to domiciliation at Veterans’ Admin- 
istration Center, Dayton, Ohio, Apr. 5 to Dec. 1, 1953 


Age group | Number of | Percent of 
of cases of total 
| 


Rs 5 eset, Jos hb co bh ek cen Sek Ute we wkd wwmnn sesh cael sabesseatues eet eh 
40 to 44, inclusive dna 
45 to 49, inclusive 
50 to 54, inclusive 
55 to 59, inelusive 
60 to 64, inclusive 
65 to 69, inclusive 
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TABLE 3.—Age classification of all patients at Patrick Hospital except 
rehabilitation ward, April 1954 


Age group Number of Percent of 
cases total 


Under 40 

40 to 44, inclusive 

45 to 49, inclusive 

50 to 54, inclusive ___- 
55 to 59, inclusive___. 
60 to 64, inclusive 

65 to 69, inclusive _- 
70 to 74, inclusive 
Over 74 


IT Oro bo bo to bo 


Apprenpix B 


A Srupy or OccuPaTIONAL THErRApy Acriviry For GERIATRIC PATIENTS 
IN A NEUROPSYCHIATRIC Hosp1rat 


Shirley A. Garland, O. T. R.? 


On the infirmary service of this hospital there was a small group of 
aged patients whose physical and mental capabilities were much 
greater than those of the average old patient. It was because of this 
situation that a special geriatric group was formed. The idea for 
this group came from a 72-year-old man who complained to the ward 
ohysician that he did not have enough to do and that he wanted to 
bare the ward for some sort of work activity. He had been a member 
of a domiciliary in the neighboring community, but because of his 
memory impairment and confusion he was brought tous. He realized 
his situation and was eager to maintain his current level. This man’s 
problem brought to light that there were several others in the same 
situation. ‘There was a ward occupational therapy program, but, of 
necessity, the types of activity were limited and were not satisfying 
the needs of this particular group. They wanted work that they 
thought was more masculine. 

Physical Medicine and Rehabilitation Service was called in for 
consultation and the problem discussed. It was decided that occupa- 
tional therapy best fitted the needs. ‘There was a shortage of clinic 
space and personnel, but with some adjustments in schedules it was 
possible to start the group within a week. They were to leave the 
ward for an hour each day and go to a clinic where they could use 
tools and materials in keeping w ith their physical and mental condi- 
tions. 

Our aims in forming this group were four: (1) stimulation; (2) off- 
ward interest; (3) socialization ; and (4) more contented and happier 
patients on the ward. It was felt that if these men had the stimula- 
won of leaving the ward and going into a clinic where the atmosphere 

yas that of a semiwork situation, they would show increased interest 


1 Source: Veterans’ Administration, Department of Medicine and Surgery, Information 
Bulletin IB 10-52, Physical Medicine and Rehabilitation Service (January 1954), pp. 
24-26. 

* Chief, Occupational Therapy Section, Phvsical Medicine and Rehabilitation Service, 
Veterans’ Administration Hospital, Gulfport, Miss. 
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in activity. The reverse is also true. Off-ward interests provide the 
needed stimulation for these men to leave the ward in order to partici- 
pate in whatever they have developed an interest. The group being 
small made it easier for the therapist to encourage socialization. At 
first the men were seated in small groups of 3 or 4 so that they 
would have an opportunity to become acquainted without having to 
seek someone to talk with. Most of them were so engrossed in their 
own thoughts that they had little to say for the first few days and 
evidenced little interest in what the others were doing. They would 
answer questions that the therapist asked but offered very little spon- 
taneous information. Conversation with their fellow patients was 
practically nil. After 5 months of special attention they still did not 
talk much among themselves, but it became easier to engage small 
groups in conversation concerning a subject. It is felt that perhaps 
part of the lack of socialization in the clinic is due to the fact that 
each one has an interest in his own work and he knows that the time 
for working is limited. However, they get along well together and 
are showing some interest in each other’s work. When they first came 
to the clinic they did not leave their chairs for the duration of the 
hour, but now will go from table to table to see what the others are 
doing. Occasionally they will mumble a comment. It is noted that 
there is more talk while they are going to and from the ward. Sev- 
eral will offer to push the wheelchairs whereas previously they had to 
be asked each day. 

An effort has been made to maintain what we choose to call disci- 
plined informality. As they arrive at the clinic each one is greeted 
individually and some personal comment is made as to how nicely his 
hair is combed, he has new slippers, has had a haircut, ete. With these 
remarks there is a noticeable straightening of shoulders and quicken- 
ing of steps. We have kept a careful balance between the discipline 
of habit training, the atmosphere of a workshop, and the informality 
of a social gathering. If one of them forgets himself and expectorates 
on the floor, vite lis cigarette out on the floor, or uses language that 
is not socially acceptable, he is quietly taken to one side and told to 
clean up the floor or to be more careful of his language. The instances 
of this type are now rare. Each patient is free to use what tools and 
materials he needs to work with, but 10 minutes before the end of the 
hour each man is expected to clean up his own work area. We have 
insisted that the wheelchair patients also clean their area. On the 
other hand, we encourage joking, good-natured teasing, and conversa- 
tion. If the first three aims are accomplished, in all probability the 
fourth will be the natural result. 

At the inception of this program it was decided that the total num- 
ber would never exceed twelve. The first day seven were sent and 
every third day thereafter 2 or 3 were added until the full number 
was obtained. As new patients were added they were on trial for 1 
or 2 weeks to determine whether or not they would fit in. At the end 
of the trial period if he was showing no interest or was, by his be- 
havior, disturbing the rest of the men, he was dropped and replaced. 
Before the patients came to the clinic a thumbnail sketch of each one 
was sent to the occupational therapy office. This information was in 
addition to the prescription sheet and was most valuable in preparing a 
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suitable project for the first group of seven before they arrived in the 
clinic. The ward physician = ained to the men where they were 
going and why, what they might expect to find, and how they were 
expected to conduct themselves, that is, in a gentlemanly manner. 
he ward physician chose patients who were fairly well stabilized 

to hospitalization, had maintained some interest in their surroundings, 
and had expressed a desire for something other than ward activity. 
The patients selected ra in age from 54 to 82. They were of varied 
social and employment backgrounds—electricians, mill workers, oil- 
field workers, owner of a wholesale and retail millinery business, and 
laborers. For the most part they were patients who had arteriosclero- 
sis with psychosis. However, there was one chronic aleoholic with 

sychotic reaction, one epileptic with psychotic reaction, one mental 
jefective with psychosis, and two patients who had psychoses due to 
syphilis of the central nervous system. Because of the age level, the 
matter of planning projects presented somewhat of a problem. Man 
had no families. Several of those who did wanted nothing to do wit 
making giftstosend home. Their attitude was that the family should 
remove them from the hospital. They saw little point in making per- 
sonal items when they couldn’t be used on the ward. 

To meet these situations two methods were used. One was to use 
many group activities and make things that could be used on the ward 
for their pleasure. The other was that patients were permitted to 
carry a wallet in their pocket or to keep any project that was actually 
useful in their daily living. Four of the group made wallets and when 
they were completed an identification card was put in each one. It 
was expected that the wallets would disappear, but each one has been 
able to keep his. One man made a pair of very handsome white mocca- 
sins which he wears occasionally on the ward and which he took great 
pride and pleasure in showing to the ward physician and the other 
ward personnel. One man who had been a painter made and painted 
the set of bins that are used for the patients to keep their work in. 
The framework was made in the woodshop, but he did all of the other 
fabricating. The Engineering Service cooperated in the painting of 
this. The patient was taken to the paintshop and allowed to mix the 
stain. ‘This was indeed a big day for him. The foreman of the paint- 
shop talked with him about painting and paintmixing. When we 
were on the way back to the clinic, the patient said that it seemed good 
to be around the smell of paint again. Engineering also assisted us in 
hanging a birdhouse that one of the men made. He was allowed to go 
out and watch the hanging and give suggestions as to location, height, 
etc. It was hung so that it could be seen from the ward dayroom. 
Each morning some of the men watched out of the window waiting for 
a bird to move in. A sparrow finally moved in and reared a family. 

One project that is of particular interest is the fabricating of shoe- 
shine boxes for the wards. Two men worked on these—one assembled 
them and one painted them. There was not time limit and no pres- 
sure, but the work was as steady as though they were bei id by the 
hour. They were told what the boxes were for and ft y didn’t 
want to do it, they needn’t. Each was agreeable and when the project 
was completed they were pleased with themselves and the completed 
work. They had produced something useful and had gained the ap- 
proval of not only members of their ward, but patients and personnel 
of other wards. 
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The interest of the patients has been sustained at a _ level 
throughout this program. In fact, three of them have asked for addi- 
tional time in the clinic. This was feasible for only two. We now 
have two patients who come one-half hour before the others and return 
to the ward with the group. One man, the 82-year-old, was trans- 
ferred to the manual arts therapy sheetmetal shop after 3 days in the 
clinic. He had been a machinist and had retained a high degree of 
interest in his work. He did not do too much work, but was a favorite 
with the young men. He made several suggestions about the machin- 
ery that were valuable to the therapist. 

Their behavior in the clinic has been most interesting to observe. 
The first day they were brought a little early so that they could see 
what the other groups were doing. There was much greeting among 
the men. Many met friends from other wards that they had not seen 
for a long time. From the first they all participated. Of course, 
some were more interested than others and only one did nothing. He 
said that he felt too badly but with encouragement he finally put forth 
an effort. He preferred to clean up and help other patients. He was 
kept with the group for several weeks, but was dropped because of 
physical illness. However, when he returns to the ward the plans are 
to return him to the group. The two who expectorated on the floor 
and insisted on dropping ashes on the floor have now become much 
more tidy and take pride in keeping their work areas as neat as the 
others. Of course, occasionally one will forget, but when reminded 
will clean up. In working on projects together they seem more aware 
of the other fellow and his part in the activity. When cleaning up 
time comes they are all reluctant to put away their work. They are 
given plenty of time so that they can do that extra stitch of lacing or 

it of polishing without being nagged to hurry. The atmosphere is 
prnant and there is only rarely a display of temper or irritability. 

heir language is above reproach and their personal habits are in keep- 
ing with most persons of their age. All but two show an interest in 
what is going on by asking questions and talking with the therapist 
or aid. One of the others has been almost entirely mute on the ward, 
but will, on occasion, talk a little with the therapist. He is one who 
comes the extra half-hour and shows a great deal of interest in his 
work. 

The ward physician reports that the men carry over their interest to 
the ward, en it is time to go to the clinic they assemble at the 
door without the psychiatric aid having to look them all up. When 
the weather is too inclement for them to leave the ward they are dis- 
tressed about it. They show more interest in all phases of their living 
and are less withdrawn. On occasion they have talked enthusiastically 
about their projects that they are working on in the clinic. They 
demonstrate a feeling of accomplishment over their fellow patients 
who have not had an opportunity to attend the clinic. They seem more 
in the world of active living Bi they did previous to the time the 

up was started. 

It is felt by the ward physician, the therapist, and all concerned 
with the program that it is both desirable and advisable to continue 
the program on its present basis and as soon as space and personnel 
are available to increase both the time and the number of patients. 
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Tue Conrrinurion or Correcrive THerapy TO THE ToraL MANAGE- 
MENT PROGRAM FOR THE GERIATRIC PATIENT? ? 


John Eisele Davis, Sc. D.* 


The problems of geriatrics are of increasing importance both within 
and without the Veterans’ Administration. At the end of last year 
there were 40,000 patients in the Veterans’ Administration hospitals 
of 55 years or older. In 1970 it is estimated that the number of 
veterans over 65 years of age will be 10 times as great as the present 
number. Since 1900 the population of the United States has doubled 
but the number of persons 45 to 64 years has tripled, while the number 
65 years and older has quadrupled. In early 1952 there were 13 
million men and women 65 years of age and over. This number is 
increasing at the rate of about 400,000 a year. Chronic disease is 
4 times more prevalent in age groups over 65 than it is in those below 
this age. 

The question as to what corrective therapy can contribute in the 

way of treatment and research to a total management program for 
the geriatric patient can be clarified to some extent, I believe, if we 
know what we mean by corrective therapy and what we understand 
as the connotations which have surrounded the term “management 
of the patient.” 

Corrective therapy as you well know is a relatively young discipline. 
Various efforts have been made to define its area while at the same 
time allowing necessary freedom for future growth and development. 
It is probable that the total picture cannot be completed without certain 
indistinct border lines touching other areas and imposing responsi- 
bility for a more adequate understanding of the related disciplines. 
Since this specialization must find its eventual usefulness and validity 
from such interaction with other ancillary groups and day by day 
clinical experience in the hospital, its scope will inevitably change. 
There is, however, an unchanging central integrative theme, namely, 
that exercise and activity as offered by corrective therapy must sub- 
serve a very practical purpose in treatment and rehabilitation. In 
more technical language we may say that these modalities must be 
functional. We mean by this that they must help the patient get 
better in every sense of the word, that they must contribute to actual 
needs and not to his whims or fancies. The question of a man’s needs, 
particularly an old person who has his own philosophy gathered from 
the wisdom of mature years is a rather involved matter, as we well 
know. He is exposed to the repeated philosophy of modern geriatric 
rehabilitation expressed in the saying that, “as science and medicine 
have added years to life there follows the responsibility to add life to 
years.” While the scientist has stressed the longitude of life, the 
aged person begins to appreciate its altitude and depth. 


1Sonrce: The Journal of the Association for Physical and Mental Rehabilitation (Jan- 
uary—February 1955), pp. 5—7. 

2 Presented at Sy mposium on Geriatric Rehabilitation, Dayton Veterans’ Administration 
Center, Dayton, Ohio, Sept. 19, 1953. 

3 Chief, Corrective Therapy, ‘Veterans’ Administration, Washington, D. C. 
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He sees around him many people in their sixties, seventies, and 
eighties and even nineties who in spite of fair physical health appear 
to have lost interest in life and to be unhappy. It is becoming evident 
that the basic problems of old age are far more than physical adjust- 
ment to the increasing years. The challenges to make life more inter- 
esting and worthwhile to enable them to live well, as well as long, 
confront the doctor, therapist, and society at large. I believe this 
rationale is accepted here and the term “management” as used in such 
a progressive center as this connotates the concept Adolf Meyer so 
often expressed as “the creation of the infectious environment as the 
ideal medium for the best care and motivation of the patient.” 

This viewpoint is not confined to the geriatric patient but has com- 
mon characteristics which point to the immediate goals of rehabilita- 
tion therapy. Dr. Oren Timm details these as follows: “The first of 
these is to reawaken interest in other people, the second is to dispel 
fear of entering into relationships with other people, and the third is 
to disrupt fantasy and to teach the patient how to find satisfaction 
in the real world.” Corrective therapy is both an activity and psycho- 
logical approach for this distinct purpose, and I believe this puttie- 
ophy is realistic for all types of illness—physical and mental. 

Psychiatrists and psychologists have called attention to the person- 
ality characteristics of the aged person which combine a definite 
ambivalence of dependency and independence as these individuals 
attempt to hold onto the freedom of youth while at the same time 
claiming the protection of dependency as the reward of their years. 
I believe corrective therapy can supply a rationale of exercise and 
activity which will fill the needs in this situation. The area of de- 


pendency so coveted by these individuals can be on for them 


in the realization of the corrective therapy aims which stress working 
with rather than on the patient; such a mutual and collaborative effort 
in which the therapist and the patient carry out the activities together 
creates a feeling that the patient is adding to his own potentials and 
not taking something away. On the other hand, the desire of the 
patient for indepentinnde can be fostered by a plan of exercise and 
activity which provides health maintenance and enables the individual 
to retain control of his bodily processes enabling him to move about 
and care for his daily needs. 

I am bringing up this point for the reason that corrective therapy 
to become a useful adjunct in the management of the geriatric patient 
and for any other patient for that matter, must be far more than a 
physical activity. It must be a psychological activity and specific 
enough to fit into a practical program of psychotherapy. 

While stressing the individualization of the patient, corrective 
therapy as a discipline is most conscious of the group relationship as 
the basic medium of operation, as a milieu for social action, reaction, 
and interaction. We as therapists are learning the profound yet prac- 
tical significance of the group and the group ideals in treatment. Dr. 
Harvey Tompkins has well expressed this concept: “It is now clear, 
as a result of psychological investigation, that within organized groups 
of people there exists forces and interactions which determine the 
relationships of individuals to each other in the same group and to 
other groups. The group is perceived as a field of activity in which 
the role of the individual is determined by the aims, successes, and 
failures of the group as a whole, rather than by the goals, the knowl- 
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edge, or the power inherent in the individual himself. In such a 
group situation, the feelings and self-imagery of the individual are 
actually the reflections of the attitudes of the group which in them- 
selves powerfully affect the beliefs, ideas, emotions, and motives of 
the individual members. No matter how skilled an individual may 
be, he can be effective only to the extent that others are willing to 
facilitate the use of the skill.” The dynamics of exercise and activity 
operating in the group situation is opening a field of psychodynamics 
with many challenges and opportunities to the activity therapist who 
visualized his discipline in relationship to the cohesive power of the 
roup. 

Sovanaiaht for the general principles underlying corrective therapy 
which may be applied to all types of the ill and well including the 
geriatric person. Now a word as to specific programs. The Los 
Angeles Center on December 20, 1951, completed a study of 105 pre- 
dominantly neurological patients prior to and following PMR therapy. 
Fifty-three patients were over 55 a of age. The possibility of 
restoring all of them to the point of discharge from the hospital on a 
self-care basis did not exist. The immediate goal therefore was to 
remove as many as possible, physically and psychologically, from a 
dependency status to an independent or semi-independent status with 
the possibility of eventual discharge from the hospital. The long- 
range goal was to delay or re the necessity for future bonpittal, 
ization of those discharged. A full day’s activity program was 
planned for each patient with emphasis on are im to do 
the maximum amount of which he was capable. Coupled with the 
exercise program in which corrective therapists were assigned a major 


role was an equally important phase-remotivation which was carried 
out by the doctor, nurse aid, therapists, and other personnel. Such 
simple psychotherapeutic measures as reassurance, suggestion, encour- 
agement, and listening to family or emotional problems were employed. 

Since this report under the title “It Pays To Rehabilitate” is avail- 
able I will not go into the statistics of the results ao to say that a 


marked improvement was shown. While only 76 of the 105 patients 
completed therapy all of this number of 76 were discharged from the 
general medical and surgical hospital either to the domiciliary unit 
or to the community, representing an annual saving of approximately 
$440,000. 

In discussing this problem with various representatives of the dif- 
ferent medical disciplines, it seems to be the genera] viewpoint that 
what the geriatric person needs can be epitomized in two simple words: 
“activity” and “interest” or even in more exact terminology, interesting 
activity. 

This is simply an application of an educational principle enunciated 
many years ago by Soha Dewey and I believe it is based on good 
commonsense. Regardless of how we attempt to motivate the patient 
he will only respond favorably to those elements which interest him. 
We have tried in the past to create effort first and then as a secondary 
step add the invigorating charges of interest. I believe that all of 
us who have worked with patients in clinical situations realize the 
importance of motivating as well as directing an activity. I remem- 
ber well my own experience at the Veterans’ Administration Hospital, 
Perry Point, Md. Over a period of 20 years the hospital had organ- 
ized many patient baseball teams, ward teams, league teams, all star 
teams. Before I left Perry Point, about 7 years ago, hundreds of 
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patients were still. playing on these teams and while their average age 
was then 50 years, they insisted on continuing to play basebail, carry- 
ing out their league schedules. In spite of their age, there were no 
discernible ill effects from their participation in their strenuous activ- 
ity. I tried to find out for my own satisfaction just what factors had 
accounted for this extraordinary participation in a strenuous com- 
petitive —~ activity when just about all people of that age have 
given up baseball. I believe the answer was found in the inherent 
interest in an activity which not only allowed for an expression of 
happy childhood experiences but allowed these patients to communi- 
cate with each other in a simple yet powerful language, the language 
of activity. Beyond this explanation is the desire to work out their 
problems in a simplified environment in which basic drives may both 
motivate and control behavior, an environment in which they can 
find understanding and be understood. 

In geriatric rehabilitation I believe activities should assist in health 
maintenance. These activities should make the older person feel 
important and for this purpose should stress the acceptance of the 
individual by the group through mutual helpful activities. The per- 
sonnel relationships may well express reassurance, kindness, and the 
fostering of companionship. Corrective therapy regimens should be 
pointed toward cooperative rather than competitive situations provid- 
ing gentle activities avoiding overstress and fatigue. The atmosphere 
should avoid the taint of authoritarian methods, being permissive and 
inviting. 

In deathasiaing this psychological aspect of the management and 
rehabilitation of the geriatric person, I realize that I have been far 
from specific. I do believe, however, that once we set out on these 
general objectives, the methods will suggest themselves in more detail. 
We must remember that old people are first of all le who have in 
their biological makeup the products of childhood, si olescence, mid- 
dle age, and maturity. Here we have in every sense of the word the 
whole man with all the facets of the age cycle. Let us not forget his 
potentials for continued growth and development. I believe that the 
future research in this area will involve studious exploration of the 
interest levels of the individual, the interests which come out of the 
organism which, as a result of mature experience, has many potentials 


for living happily, usefully, and fully. 





Appenpix D 


Manvat Arts Tuerapy Pronerrs 1x Bripernc THe Garp Between 
Hosprrat AND INpusTRY ? 


A. B, C. Knudson, M. D., F. A. C. P.,? and Edgar E. Best, B. S.* 


Many patients entering our Veterans’ Administration hospitals 
today are no different from the average citizen whose chief concern in 
life is that of earning a satisfactory living for his family These 


1 Source: Veterans’ Administration, Department of Medicine and Sur; Informati 
Bulletin, Physical Medicine and Rehabilitation Service (April 1954), oo 7-33, rr 
2 Director, Physical Medicine and Rehabilitation Service. 
o a a Manual Arts Therapy, Physical Medicine and Rehabilitation Service, central 


84973—57——_5 





60 STUDIES OF THE AGED AND AGING 


atients worry about their families while they are hospitatized and 
or many of them, depending on the degree of their financial need, 
these worries present the doctors with a real problem for they can 
greatly retard a patient’s progress and ultimate recovery. 

The dangers created by worry, either for financial or other rea- 
sons, have ee been recognized by the medical profession as real 
handicaps. In attempting to treat the total patient, the Veterans’ 
Administration realized a concrete solution must be offered to the 
patient with these very difficult problems. In line with this, the 
Physical Medicine and Rehabilitation Service has aimed from the 
beginning to bring every possible therapeutic means to treat the 
veteran on a personalized basis, to engender a desire to get well, to 
enhance his morale and confidence, and to guide his vocational abili- 
ties toward economic independence. 

This desire for economic independence is of paramount importance 
to a great number of veterans. Therefore, after nearly 7 years of 
operation since World War II, it might be well to take stock of our 
oe to determine how well this phase of our aim is being accom- 

ished. 

e When a patient is referred to Physical Medicine and Rehabilita- 
tion, the Chief of that Service prescribes the treatment activities that 
will contribute to his recovery and, at the same time, assists him in 
determining the rehabilitation goals which appear most feasible in 
view of his potential abilities and residual disabilities. 

As soon as a patient is able, the vocational counselor at the hospital 
confers with him to determine if he will be able to return to his former 
occupation, and, if not, helps him to select a new vocation more suited 
to his capabilities. 

For many of these patients the physician prescribes manual arts 
therapy. In this clinic the patient’s treatment procedure encompasses 
projects which may be pursued on a graded activity basis, with opera- 
tions involving actual or simulated work situations. For example, 
a patient formerly employed as a printer would naturally be prescribed 
treatment in the print shop clinic if it was felt likely that his recovery 
would warrant his returning to his former position. Here an effort 
would be made to test, measure, and develop his work capacity and 
emotional adjustment—until it is determined whether or not his per- 
formance reached the level required for his vocation. By continuing 
in this clinic, if progress is satisfactory, he will be able to leave the 
hospital confident of his ability to return to his old occupation. He 
will probably recover more quickly because he is motivated and encour- . 
aged as he notes his own progress. 

Too frequently, however, it is not possible to return patients to their 
former occupations. In this case, manual arts therapy provides an 
opportunity for them to explore the vocational aspects of many differ- 
ent occupations while they are receiving treatment. At all times 
these activities are progressive, that is, each unit is progressively more 
difficult, more demanding in skills and physical and mental require- 
ments, as well as of longer attention span; and is commensurate with 
the patient’s capabilities and disabilities. In this way patients are 
provided purposeful activities and, at the same time, their future 
employment possibilities become more realistic. 
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Activities used as treatment modalities vary in each hospital as 
they are selected on the basis of two important factors: (1) the geo- 
graphical location of the hospital, and (2) the types of patients to 
receive the treatment. If a hospital is situated in a strictly farming 
area, such activities as farm implement repair, woodwork, auto me- 
chanics, and radio repair would probably be of major interest in 
manual arts therapy; while in a — located in a highly industrial 
area, such activities as machine shop, woodwork, electronics, sheet 
metal, drafting, and photography would receive greater stress. Gen- 
erally speaking, the activities found in the manual arts therapy pro- 
gram of most large hospitals can be classified under one of the five 
main ups: metalworking, woodworking, electricity, graphic and 
applied arts, and agriculture. A study of table I will give an idea 
of how these different activities can be expanded to include the occupa- 
tions which will meet patient’s needs at the individual hospital. 

The scope of the manual arts therapy program can te grasped 
more readily by noting the number of diversified occupations which 
may be simulated in activities in the manual arts therapy clinics. For 
the majority of patients this means either an opportunity to explore 
the possibilities of many phases of work, and opportunity to relearn 
old skills previously used prior to hospitalization, or an opportunity 
to develop skills in a new vocation better adapted to his physical and 
mental requirements. While manual arts therapy is not designed to 
do training, yet, if while receiving his treatment, the patient also de- 
velops a certain degree of skill, then that may be considered as a valua- 
ble byproduct of his prescribed treatment. At the same time his 
mental worries become less acute as he gains confidence in his future 
earning power. 

The following table shows how the different manual arts therapy 
activities offer patients treatment simulating a number of different 
vocational occupations in which they may become skilled or semiskilled 
during their period of treatment. It will be noted that in this one 
therapy, treatment may be provided a patient in more than 42 dif- 
ferent occupations. This, it is felt, offers a rather complete group 
from which a patient may explore his potentialities. In addition to 
these occupations, interest may be created to such an extent that a 
pees may choose to pursue the subject in college, thus qualifying 

or a professional or technical vocation. . 

As it would be impossible in any one therapy to simulate every con- 
ceivable type of job, manual arts therapy stresses those of an indus- 
trial or vocational nature. This is a rather comprehensive offering, 
for according to the Occupational Outlook Handbook No. 998, 4 out 
of every 10 workers in the United States today are employed in occu- 
pations of either an industrial or vocational nature. Manufacturing 
industries employ the largest number of people and offer jobs to many 
different kinds of workers, the largest groups being semiskilled workers 
or machine operators. 
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Taste 1.—Ovccupations simulated in manual arts therapy activities, / 








i ij | 
Activity Oveupations | Activity Occupations 
Metalworking_......| Machine shop, || Graphic and applied | Printing. 
Sheet metal. | arts. Bookbinding. 
Welding, electric. Drafting. z 
Welding, acetylene. i Blueprint reading. 
Forging. i Photography. Y 
Auto mechanics. | Silk screen reproduction. 
Woodworking_..___.| Cabinetmaking. Commercial art 
Wood-turning. Ceramics. 
Wood-finishing. Shoe repair. 
Furniture-making. Lea’ ork. 
Furniture repair. | Garment fabrication. 
ae || Agriculture __- .| Farm management. 
Plastics. | Vegetable growing. 
Building trade. Grain farming. 
Electricity - - -| Radio. Soil t. 
Television. Farm imp: t repair. 
Commercial wiring. Farm building repair and 
House wiring. maintenance. 
Shortwave transmission. Poultry raising. 
Appliance repair. Ani husbandry. 
Horticulture. 
Forestry. 








The bulk of employment opportunities for young people with 
mechanical or manual ability today lies with the trades and industrial 
occupations. Below. is a chart showing a comparison of male em- 
ployees in 1940 and 1950. In all but one case the figures indicate an 
upward trend in employment. Percentages have been worked out 
to show the amount of increase for each occupation. The purpose 
of this study should be self-evident. If these types of occupations are 
the most likely places our veterans would be seeking future employ- 
ment, health permitting, then it is up to the Veterans’ Administration 
through their treatment facilities to provide the patient with oppor- 
tunities for determining if he can meet the physical and mental de- 
mands of his former occupation, or assist him in selecting a new voca- 
tion more suited to his abilities. 
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TaBLe I1.—Increase of male employees in various industrial occupations during 
10-year period 
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As it is felt that manual arts therapists could use more concrete 
information. in dealing with the different industrial vocations listed 


inc ae following information, taken from the eee 
Tand ook for 


Outlook book No. 998, is givem to show the future ou 
these occupations, 
Professional sae 

1. Draftsmen.—Good employment prospects for well-trai 
‘gueas however, langle number of jobs being filled by per- 
sons with engineering or architectural 

2. P. hers.—Competition for jobs usually keen, ay 
among new entrants. Occasional ome. for highly qualified per- 
sons. Long-run trend in employment slowly upward. 

Mechanics and repairmen 

1. Auto mechanics.—There will be many apprenticeship and other 
on-the-job training openings for beginners in this large trade during 
the fifties. Turnover, alge. in this trade, will continue to be the main 
source of job openings. Long-run employment trend slowly upward. 

2. Adding-machine servicemen.—A small number of new workers 
will be able to find jobs in this field during the fifties. The long- 
run outlook is for steady emp t. 

3. Typewriter servicemen.—There will be a number of job openin 
for nee workers during the fifties. The long-run outlook is for Redlly 
emplo: t. 

4, Electrical household-appliance servicemen.—Sizable expansion 
of employment over long run. A few thousand openings for begin- 
ners each year, in the fifties. 

84973576 
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5. Radio and television technicians.—Good opportunities for men 
thoroughly trained in electronics during early part of the 1950-60 
decade. Long-run employment trend upward in TV installation and 
repair—probably down in radio repair. 

6. Industrial machinery repair.—Increasing employment is in pros- 
pect in this occupation. ; 

7. Jewelers and jewelry repairmen.—Limited number of openings 
for those who wish to learn these trades in the fifties. Little increase 
in employment likely in the next 10 or 15 years. 

8. Shoe repairmen.—Declining occupation. Limited number of 
opportunities for trained men to take over businesses of older repair- 
men or to open new shops. Men learn trade by working with exper- 
ienced shoe repairmen. 

9. Watch repairmen.—Limited number of openings for jobs in the 
fifties. Graduates of first-rate training schools have best chances of 
finding beginning jobs. Slight increase in employment likely over the 
long run. 


Machine-shop occupations 

Machine-shop workers are the largest occupational proup in metal- 
working and one of the most important groups in all industry. In 
early 1950, more than 750,000 workers were employed in machining 
occupations. 

1. All-round machinists —There will be many job opportunities in 
this occupation during the fifties, with many openings resulting from 
replacement needs. 

2. Machine-tool operators.—Good job prospects. 

8. Lool-and-die makers.—Good long-range employment ae 
4. Set-up men (machine shop)—Some openings for tak men 
in this. small, growing occupation. 

5. Lay-out men (machine shop).—There will be openings for ex- 
perienced all-round machinists to get into this field. 


Other metalworking occupations 

1. Acetylene welders.—Increasing employment in this: relatively 
small field is anticipated during the fifties. 

2. Resistance welders.—There will be many openings for resistance 
welders during the fifties. 

3. Assemblers (machinery manufacturing).—This occupation will 
provide many job opportunities for new workers during the fifties. 

4. Inspectors (machinery manufacturing ).—Rising employment is 
expected in this occupation during the fifties. 


Other trades and industrial oceupations 

1. Costume jewelry workers.—Opportunities for beginners to learn 
skilled jobs will be limited in the fifties. Many openings in unskilled 
and semiskilled jobs because of high turnover. Employment falls off 
meri during depressions. Little increase in employment in the 

ong run. 

2. Electroplaters——Prospects are for little change in the number of 
these jobs; a small number of new workers will find jobs each year as 
replacements for those leaving the trade. 

3. Instrument makers.—Small but growing field. Most openings 
will be for men with experience as machinists, toolmakers, or machine- 
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tool operators; a few without this experience will enter through 
TR ae 

. Painters jena semiskilled occupation offers 
many job openings for new workers. 

5. Precision lens grinders and polishers—Few beginners will be 
taken on the training in this small occupation during the fifties. 
Long-run employment trend generally upward. 

6. Watch and clock factory workers—Number of openings arising 
from turnover and from shig t expansion of employment in the fifties, 
Most vacancies in semiskilled and unskilled jo Little increase in 
employment expected over the long run. 


Some major industries and their occupations 


1, Furniture manufacturing occupations —Cabinetmakers, wood- 
working-machine operators, furniture assemblers, furniture finishers, 
upholsterers. 

The household furniture industry is expected to hire many thou- 
sands of new workers during the fifties. The level of employment 
in furniture manufacturing is not expected to remain at the high levels 
reached in the early fall of 1950. However, many openings for new 
workers are expected during the decade as a result of the need to 
replace those who die, retire, or transfer to other work. 

2. Plastics products manufacturing occupations —Molding-machine 
operators, toolroom jobs, jobs in finishing operations, jobs in inspec- 
tion department, jobs in laminating, fabricating jobs. 

The plastics-products industry will provide many job openings for 
new workers during the fifties. Industry will continue to be relatively 
small. Most job openings will be for inexperienced persons to be 
trained for semiskilled and unskilled production jobs. 

Printing occupations 

1. Hand compositors and typesetters.—Job prospects fair for quali- 
fied journeymen in most parts of the country in the fifties, but dimin- 
ishing number of apprenticeship openings. Employment will prob- 
ably soon resume its long- downtrend. 

2. Linotype povdtunne: Baicly good emplo t prospects for 
skilled men during the fifties, in country as a whole, but diminishing 
number of training opportunities. Long-run uptrend in eplerment 
expected to continue for some time. Eventually, however, decline in 
number of jobs is possible, even under favorable economic conditions. 

3. Monotype-keyboard operators.—Enough jobs likely for all quali- 
fied journeymen in this small occupation during the fifties; also a 
limited number of openings for apprentices. Long-range trend of 
employment upward, 

4. Me onotype-caster operators.—Limited number of openings for new 
workers in this small occupation during the fifties, Long-range 
employment trend upward. 

5. El lectrotypers and stereotypers.—A limited number of openings 


for aggrenion in the fifties. Long-range trend slowly upward. 


6. Photoengravers.—The very few employment opportunities for 
newcomers expected each year will result largely from replacement 
needs. Long-run trend in employment has been very slowly upward. 
but may level off in the fifties, or possibly decline slightly. 
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7. Rotogravure phoinengnovers.rTRpaneg field, but likely to re. 
main small for many years: As a result, there will be at, most only a 
few job opportunities for trainees each year. 

8. Printing pressman and assistants (letterpress and gravure) .— 
Fairly strong demand: for journeymen pressmen in the fifties. “Op- 
portunities more limited for apprentices and pire assistants during 
this period. oer outlook also generally favorabe for press- 
men, but probably not for assistants. 

9. Lithographic (offset) occupations.—Better chances for newcomers 
in the fifties ot in other printing fields. Long-run upward trend in 
employment, but number of jobs will remain relatively small. 
Building trades 

The building trades are the largest related group of skilled workers 
in the United States, Althogether, there are close to 2 million skilled 
workers, divided among some 2 dozen trades. The largest of these is 

ntry, with more than half a million journeymen, 

t Carpenters.—The long-run outlook for carpenters is very good. 
Employment opportunities in the fifties will be affected by restrictions 
caused by military. and industrial mobilization. 

2, Bricklayers_-The. outlook for bricklayers is grea for the lo 


run. However, employment opportunities in the fifties will be ad- 


versely affected by restrictions resulting from defense prepares. 
3. Cement finishers.—An expanding trade; long-run outlook is . 
Saar will be somewhat reduced by defense preparations in the 


ies. 

4. Painters-—Opportunities for new workers are limited, and the 
outlook is not encouraging. ; 

5. Plumbers and pmpefitters—The outlook is good for the 1950 
decade. There has been a long-continued trend toward greater em- 
phasis on plumbing and other pipework, and this is likely to continue. 

6. Electricians.—The long-run outlook for electricians is good, but 
oe preparations begun in 1950 are likely to result in a drop in em- 
ployment. 
oe Sheet-metal mene ne ote ao is » This has 

n an expanding 8, its principal type of work is more promi- 
nent in building operations now than at any time in the past. 


Air transportation occupations 
1, Airplane mechanies—Employment prospects good for skilled 
mechanics, Contimued uptrend in employment over long run. 


Agricultural oceupations 

1. General farming —Resort farm a livestock farming, 
crop farming: Farming has become a highly developed and mecha- 
nized procedure froni which there are many occupational opportunities 
throughout the United States. 

According to Mr. Benjamin F. Fairless, chairman, board of direc- 
tors, United States Steel Corp., “Today more people have jobs in 
America than ever before in our history—about 6314 million of them.” 
With so many job possibilities, the patient entering our hospital. to- 
day must not be allowed to worry about his future employment: By 
providing actual or simulated work situations for a wide variety of 
industrial and voeational occupations, manual arts therapy, while af- 
fording treatment, is attempting to bridge the gap between hospital 
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and industry for a large number of patients. For these patients train- 
ing and treatment may become synonymous, for the patient’s mental 
health depends on his returning to his former occupation or a new one 
with confidence in his ability to again earn a livelihood. Only with 
the assurance that he can again handle these duties can this type of 
patient be rehabilitated. 


Appenpix E 
Concerts or EpucatTronat Tuerarpy ? 


A. B. C. Knudson, M. D., F. A. C. P.,? and Edward R. Belknap, M. 8.’ 


Educational therapy was provided for VA patients following World 
War I, but the broader recognition of the rehabilitation values inherent 
in this therapy for patients with a wide variety of conditions, par- 
ticularly those of a chronic nature necessitating extended hospitaliza- 
tion, has expanded rapidly in the years subsequent to the Second 
World War. Today we find this therapy available on medical pre- 
scription in the Physical Medicine and Rehabilitation Service for 
general medical and surgical, neuropsychiatric, and tuberculous 
patients. 

Educational therapy can be used as an effective yardstick to measure 
and check clinical observation. The opportunity provided for close 
observation of the patient while he is engaged in mental activity gives 
the educational therapist a unique adjunctive status in the physician’s 
armamentarium. From the standpoint of psychotherapeutic appli- 
cation this therapy presents an excellent medium to aid selected cases 
in the development of socially acceptable thinking and behavior b 
placing the patient in an organized work situation, and by using bot 
practical and abstract Seana as tools to logical thinking. At the 
same time it affords patients better insight into their capabilities, and 
furnishes motivation for broader participation in the rehabilitation 
regimen. 

This article discusses the basis for educational therapy in rehabilita- 
tion of the tuberculous, but it also has general application for other 
long-term chronic patients. 

e beginning of educational therapy for the tuberculous may be 
traced historically to recognition by the patient and his physician of the 
value of reading and perhaps study as a means for making the tedium 
of the rest cure endurable. Many long hours of bed rest were thus 
made not only endurable but also profitable for the patient who recog- 
nized that such activity provided an outlet for his emotional and intel 
lectual drives. Thereafter it was recognized that this ultimately en- 
abled the patient to achieve specific and realistic educational objectives 
associated with his posthospital rehabilitation plans. 

In the Veterans’ Administration, as elsewhere, we have found that 


planned pu ful eae rescribed for therapeutic effect has a 
e 


sound physiologic basis. ave been interested to note that in re- 


2 Source: Veterans’ Administration, Department of Medicine and Su , Information 
Bulletin, Physical Medicine and Rehabilitation Service (April 1954), pp. 7-9. 

2 Director, Physical Medicine and Rehabilitation ee. 
" a we Educational Therapy, Physical Medicine and Rehabilitation Service, central 
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cent years the physiologist has been able to demonstrate some rather 
interesting relationships between emotional stress and somatic illness. 
We ing, example, followed with interest the writings of Dr. Hans 
Selye of Montreal. We-.suspect that there may be a plausible physio- 
logical basis for explaining the beneficial effect of educational activity 
from the standpoint of its observed effect in promoting alleviation of 
tension and anxiety. 

Another aspect of educational therapy is concerned with its value 
as a physical reconditioning measure. This neniay imposes relatively 
low level metabolic demands, and, because it can be prescribed for bed 
patients as well as ambulant patients in graded amounts, both as to in- 
tensity of effort as well as duration, we find it useful as a physical re- 
conditioning measure for tuberculous patients. Here again there ap- 
pears to be sound physiologic basis for it as therapy, inasmuch as it 
accomplishes for the convalescing patient what a training regimen does 
for the athlete ; namely, building work capacity. 

The patient’s participation in educational therapy and other pur- 
poseful, controlled physical and mental activities constitutes an impor- 
tant index of his capacity to engage in suitable forms of work. This 
is preferable to the traditional criterion of walking. The data respect- 
ing effects of such a program are important when related to clinical 
and laboratory findings of the physician. 

Educational therapy used in this manner has an added advantage 
over the diversional activities so widely utilized for bed patients by 
providing an encouraging psychological factor of vocational signifi- 
cance. This has continuity through the entire treatment regimen and 
carryover into the posthospital plans of the patient. This is particu- 
larly important for tuberculous patients in view of the frequent need 
for the patient to engage in a new and less arduous occupation. 

In summary, we have found that for patients whose posthospital 
plans involve the prospect of return to school or to an occupation in- 
volving work of relatively light metabolic demand levels, educational 
therapy can provide in the hospital environment comparable situa- 
tions which serve as motivation, as emotional catharsis, as physical re- 
conditioning media, and as a basis for evaluating work capacity for an 
appropriate posthospital occupation. 

It will be noted in VA Technical Bulletin TB-10A-148, The Role 
of Physical Medicine and Rehabilitation in the Treatment of Tuber- 
culous Patients, that this Service provides a spectrum of therapies 
which have specific application to the overall care and treatment of 
the hospitalized tuberculous patient. These therapies include physical 
therapy, occupational therapy, and manual arts therapy, as well as 
educational therapy, in the integrated approach to the manifold prob- 
lems related to the rehabilitation of the tuberculous, with emphasis on 
the development and measurement of physical capacities for work. 
This directive is interesting, not only from the standpoint of the 
expression of philosophy of educational activity in treatment, but 
also from the point of. view of the interrelated therapies in the total 
patient treatment program. 

Although educational therapy has been successfully utilized in the 
medical care program at Veterans’ Administration hospitals for many 
years, the developments of the past few years in this area are very 
important, especially for the tuberculous patient. This is true because 





STUDIES OF THE AGED AND AGING 69 


of the increased scope of the program now provided, the excellent 
cooperation exten by agencies outside the Federal Government, and 
the motivational factors inherent in this expanded program. 

Of a total of 210 educational therapists in all Veterans’ Administra- 
tion hospitals, we are fortunate in having approximately one-half on 
duty in tuberculosis hospitals and general medical and surgical hos- 
pitals providing care for the tuberculous. ‘These staff members are 
using a carefully selected curriculum of some 230 courses ranging 
from the elementary school to the college level. This list of courses 
is constantly being revised and expanded. Most of these may be 
utilized for accreditation purposes, if the patient desires. The largest 
portion of these texts are similar to those used in the United States 
Armed Forces Institute program for military personnel, for which 
the committee on accreditation of service experiences of the American 
Council on Education has made standard accreditation recommenda- 
tions. Thesame recommendations have been extended to the Veterans’ 
Administration educational therapy program, when courses of study 
are completed under qualified personnel. In addition, through ar- 
rangements with schools and colleges in the vicinity of Veterans’ 
Hospitals, accreditation has been granted for courses of study in local 
curriculums when administered for patients by educational therapists. 

There are a number of other advantages which make these courses 
highly desirable for use in the hospital by patients. The materials 
are graded in length and difficulty, which is particularly appropriate 
for patients on work capac regimens. A very wide variety of the 
courses are also self-teaching, encouraging the patient to exercise initia- 
tive. A significant advantage of the materials is the frequent objective 
tests, which assist the patient in measuring his grasp of the subject 


and contribute to ee to further progress. Since the cur- 
1 


riculum is so broad, it is possible to find courses of appropriate difficulty 
in the patient’s field of interest, and also in the general area upon 
which his posthospital vocational plans are being focused. Correction 
service for these courses is furnished through a contractual arrange- 
ment with the University of Wisconsin. 

Another facet of this program makes available for suitable patients 
the Form B, General Educational Development Tests, high school 
level. Plans are now being formulated for adoption of an additional 
form of the GED tests, high school level. These tests have been recom- 
mended for high school equivalency credit by the Commission on 
Accreditation of Service Experiences, for Veterans’ Administration 
hospital patients. They often make it possible for patients to receive 
a certificate for completion of the equivalent of a high-school course 
during the period of hospitalization. This arrangement frequently 
enables a patient to save as much time in his educational preparation 
for a vocation as he lost because of hospitalization. The motivational 
and practical values for the patient are obvious. 
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Buinp Patients as Domicrmiary Memeprrs * 
G. W. Bledsoe # 


This article is a revision of one section of a lecture delivered on 
February 24, 1955, at Veterans’ Administration Center, Kecoughtan, 
Va., in a teaching program of blind rehabilitation therapists, physical 
therapists, occupational therapists, corrective therapists, and nurses. 
Another section entitled “Preparing Patients for Transfer to the Central 
Basic and Remedial Adjustment Unit for the Blinded, Veterans’ Admin- 
istration Hospital, Hines, [I1L,” was published in G-1, M-2, part VIII, 
dated May 20, 1955. 


Among other information presented regarding the Veterans’ Ad- 
ministration blind patients who should be transferred to the Basic 
and Remedial Adjustment Unit for the Blinded at Veterans’ Ad- 
ministration Hospital, Hines, it should be pointed out that going to 
Hines means going back to the sighted community afterwards. If 
it does not mean getting a job, at least it means getting along outside 
an institutional environment. These things can be achieved by other 
means than by going through Hines, but the blind program there is 
geared and charged to bring about the achievement of the veteran’s 
reunion with the seeing. This fact is inescapable. So completely are 
attitudes of personnel at the Hines unit slanted toward this objective 
that it can be very upsetting emotionally to any individual who, for 
some reason, cannot face life outside an institution. Every effort is 
made, therefore, to avoid the admission of anyone who would break 
down when confronted by the necessity to return to the community. 

On occasion in Veterans’ Administration centers, blind domiciliary 
members have been rehabilitated to the point of employment outside 
an institutional environment. But, generally, the constellation of 
factors present in the life of the blind domiciliary member gives most 
of us cause for thinking long and carefully before we encourage him 
to embark again on further adventures outside a home for the aged. 

As a rule, the blind patient who is a domiciliary member is con- 
fronted with more than the hard fact of not being able to see. In 
checking 337 individuals, we found 54 had serious mental or neurolog- 
ical disturbances, 65 had serious physical disabilities besides blind- 
ness. The average age was 58.2 years. As a rule, they had already 

un their lives over many times. 

here is a Latin motto which reads, “Learn as though you were go- 
ing to live forever. Live as though you were going to die tomorrow.” 
It must be on some such basis as this that we help those on whom life 
seems to be closing in, as it seems to be so often in the case of blind 
domiciliary member. The more desperate a man’s situation is, the 
more important philosophy becomes. With rehabilitation of young 
blinded veteran-patients, it may be enough sometimes merely to be 
clever. With the old blind domiciliary member, you must be good. 

In the vast dynamic and ambitious setting of ‘American society in 
our times, it is necessary to focus on homely, personal problems. 


2Source: Office of the Chief Medical Director, Veterans’ Administration, Department 
of Medicine and Serqery Program Guide, Physical Medicine and Rehabilitation (Wash- 
ington, D. C., Dec. 80, 19 5), pp. 28-26. 

Chief, Blind Rehabilitation, Physical Medicine and Rehabilitation Service, central office, 


Washington, D. C. 
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This means the therapist, as well as the patient, must come down to 
earth. We must ask ourselves, concerning the patient: Is he able 
to take care of his own personal hygiene? To look after other per- 
sonal matters for himself? To get around inside the ward! In- 
side the grounds? Outside the grounds? Can he hear anything? 
Can he remember anything Does he keep up with his family at all? 
Does he want anything? 

Once an old domiciliary member in a Veterans’ Administration 
domiciliary said to a visitor, “Tell General Bradley I want a chair 
without any arms, because when I play my mouth organ the music 
goes through me from my fingers to my toes.” Then he added, “You 
take the simplest man in the world; quite often he knows something 
nobody else knows.” 

Such an individual may put a hospital staff to some trouble, but he 
does not distress us as do people who have ceased to say they want 
anything. It is when we are confronted by the absence of desires that 
we — to be thankful even for the crotchety demands of the aging 
invalid. 

Whether we are going to humor him or not, it is always worthwhile 
at least to know what the patient wants. 

Lack of insight concerning the feelings of the aging is one of the 
most striking limitations of our current a view of human life 
and psychology. A lot of younger people these days are appalled by 
the old. The word “fascinating” is seldom joined any more to the 
world “old.” We tend to draw back from the gnarled quality of hu- 
manity instead of being drawn to it, as Rembrandt was in his portrait 
of his mother. Our smaller houses encroach on the physical dignity 
of the old. A vast shift in our ways of thinking encroaches on their 
psychological dignity. When they speak with authority, very often 
they are apt to find themselves proved plainly wrong or, at least, 
contradicted by everyone in sight. And, it is not always as apparent 
as it should be that by the chances of intellectual evaluation, they may 
be proved right next week by some new discovery in the physical or 
psychological world. 

The homely wisdom of our great-grandfathers regarding human 
affairs was essentially the same as the homely wisdom of Chaucer, 
Horace, and Aristophanes. But during the last 50 years scientific 
methods in sociology, anthropology, and psychology, abetted by pho- 
tography, biostatistics, and tape recording have resulted in the ques- 
tioning of much traditional lore. Early in the century Dr. Weir 
Mitchell threw an early piece of writing by Freud in the fire, saying: 
“No man can afford to look at himself.” But Freud has come through 
the fire like Abednego and with his technique of thinking has changed 
the character of our ee at least at much as the invention 
of the mirror must have. All these things have put the old in our time 
at a peculiar disadvantage, robbing even the “remarkable” of them 
of their classic role of “wise men” and “wise women.” 

We, who are young, on the other hand, despite Dr. Freud, are curi- 
ously nearsighted about age itself. In the past two decades we have 
acquired considerable understanding of human emotions in the period 
of embarkation upon life, growth, and reproduction. But, when these 
things have been accomplished, our lack of attention to what lies 
around us and beyond, emotionally, is almost equal to the ignoring of 
sex by the Victorians and it borders on the pathological. When we 
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look for solutions to the emotional problems of aging individuals, all 
too often we tend to force old people into patterns of youth, summing 
up with the phrase, “You are as young as you feel.” In the pace we 
demand of everyone, we have thrown overboard a whole measure of 
life which should be its final rewarding rhythm and which, in some 
civilizations, has been. 

It is a fortunate old person who has a deep and abiding attachment 
to an institution, i. e., anything larger and more enduring in human 
life than any individual or immediate social group. A home for the 
aged is not necessarily an institution, although it may be one facet of 
such; or an extension of it as national homes for veterans are an 
extension of the institution which is known as the United States 
Government. 

Ideally old age is not the time of deep individual attachments, even 
with grandchildren. It is a time for the consummation of all the 
loyalties of a lifetime, and this should mean strong ties with whatever 
has united the old person to all of humanity. One of the major 
differences between a person and an institution is the greater stability 
and continuity of the institution. This is more important the older a 
person gets, the nearer he is drawn to the edge of eternity. 

It seems to me that we have all been a little severe lately on the con- 
cept of institutions. We have tended to scorn ties between individuals 
and institutions, regarding them as necessary evils at best. We have 
failed to see the tie between an individual an] an institution as poten- 
tially a mature relationship, possibly a fusion and sublimation of pre- 
vious relationships on an improved basis. We tend to see failure in 
any mature person’s going into any sort of institutional life without 
ae to discern what that institutional life may mean to him. 

All of us unquestionably have wondered why some of the veterans 
who are in national homes have not tried harder to stay out of them. 
We are inclined, too often, perhaps, to ascribe this to the moral weak- 
ness of the veterans. But do we not also, sometimes, perceive that 
something which had a certain moral value was also at work, that to 
some extent these men were reliving a time in their lives in which 
they shared life more with others, shared it on a more important basis ? 
Does it not sometimes seem that they are reliving a time in which 
they had an important connection with the general pattern of history, 
that during military service they were related to the idea of form, 
and that this experience drew them to the home as much as did the 
idea of three square meals and some place to sleep ? 

Without being sentimental, we ought to look for what is positive 
in the relationship between the patient or domiciliary member and 
his Government. 

Rehabilitation consists, in part, of building up peoples’ ideas of 
themselves, and the stimulation of their memories of successful past 
performance can be of great assistance in arousing their spirits. We 
need not encourage the manufacturing of tall tales of old battles in 
order to build up ego, but we can take into our calculations the possibil- 
ity that the veteran in the domiciliary may associate his environment 
with what he considers was his most important contribution to society : 
It is rather valuable to know whether or not he does this, and whether 
his estimate of the situation is realistic or not. 

Those whose lives are nearing the end, in circumstances with an 
overwhelming number of negative factors, have a particular need for 
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personal attention from those who take responsibility for their care, a 
need of the same kind that children have when they are without the 
usual resources of health and welfare. There is always a maximum 
tential of composure in contrast to a kind of paralyzed desperation 
erived from the feeling, not only of having misused life, but with 
having to live on with the knowledge of having misused it. A lot 
of someone’s time, patience, and good feeling are needed for under- 
standing of this part of life. Sir William Osler showed a rare under- 
standing of the erelict type, as a young medical student, by giving 
an aged alcoholic his own coat with the proviso that the aged alcoholic 
leave the hospital his liver for dissection. This created a tender tie, 
which went into eternity and kept the patient from feeling his life 
had been entirely wasted. 

Success with this type of beneficiary of the Veterans’ Administration 
may be judged purely by the state of mind it produces. Quite often, 
it is all the patient has. And unlike money, it is something he may 
be able to take with him. 

It is with the geriatric domiciliary patient, sometimes, though not 
always, that we may be permitted to stop asking “Why isn’t he work- 
ing?” and ask instead “Is he happy?” Really happy? Happy in 
the sense Marcus Aurelius was happy?” 

With regard to methods in these interpersonal relations, one thing 
which we ought to watch is too much organization, or rather, tue wrong 
kind of organization. Organization consists of seeing what fits to- 
gether, what matches, what meshes, what is useless and what is help- 
ful. It consists, also, of making correct estimates with regard to time, 
being able to tell how long actions will take, with being able to keep 
in mind a major problem to be solved. There are many different kinds 
of organization, involving classification of both similar and dissimilar 
objects, the movement of objects and the alteration of objects. Peo- 
ple who excel at one type of organization may fail at another. To 
organize people and to organize money often require traits of character 
which are op ; 

Sometimes the blind domiciliary member might well say somethin 
like this to us: “You are intelligent, energetic, and well rated. 
It is all very well for you to base your criteria for existence on these 
things. But, I am interested in whatever regimes assist in dealing 
with my problems.” 

Great care is necessary in designing rehabilitation programs not to 
overwhelm the people for whom they are designed to be Benteficial. 

In this connection, Dr. R. E. Hoover made a good observation con- 
cerning psychiatry : “Psychiatry,” he said, “is not complicated. Peo- 
ple just don’t understand it. It consists of finding out what makes 
personalities develop, what has been important in a person’s life, and 
what unimportant. The psychiatrist must find something in common 
with the patient, show him his abnormalities are not so abnormal and 
that there is a way out that is acceptable to them both.” 

This is rather important because it seems to express the basic phi- 
losophy of a vee who is a past master at the art of rehabilita- 
tion, who, before he became a physician, was the originator of the 
system of orientation of the blind which is now used in the Veterans’ 
Administration. 

In Dr. Hoover many blind people have found a friend who was 
thinking constantly of how things can be done without sight, thinking 
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of this subject in a way which is highly infectious. This attitude 
seems to carry a conviction that if the human race stays with any 
human bei sien enough, it will find value in him, and this is more 
important than any other function of the human race. At the same 
time it seems to suggest that the human being must stay by himself 
as faithfully as his friends do. 

Blind rehabilitation therapy has the dignity of any great moral 
battle, and it is in each case a moral battle both for the patient and 
the therapist. The conflict, both in the minds of the therapists and 
the patients, is with the ever-recurrent notion that to do anything at 
all without sight is the inefficient and unreasonable =e of doing it. 
As a rule, not only the patient, but the orientor as well has in earlier 
years developed habits of doing things as expeditiously as possible, 
and also has a tendency to think that anyone on any scene who cannot 
do what is to be done a little better than someone else should not even 
try. Though this is modified in teaching situations, it is, nevertheless, 
a predominant idea, near the point of obsession, in a world which 
likes to have things done by experts and which develops experts who 
do not care to spoil their skill by contact with the inept. 

Both the blind patient and the therapist must keep beating out of 
their minds this pattern of thinking, if any progress is to be made in 
learning how to do things without the help of the eye. They must 
recognize the relative unimportance of anything at all which is done 
compared with the effect the action has on him who acts. It is more 
important that the blind individual exercise his initiative in reading 
and walking about than that the purpose of reading and walking 
about be accomplished in a short time. It is more important to the 
blind individual and to society that the blind individual participate 
in human life than that time be saved. Personality is more important 
than concepts of conformity and much more important than tidiness 
in whatever routine dominates the milieu of which that personality 
isa part. 

uis is a principle which will serve equally well in the treatment of 
blind domiciliary members and the treatment of the newly blinded. 

Again and again, when he supervised the program for the war blind 
without self-consciousness and without pomposity, Dr. Hoover used 
the words, “Put yourselves in the person’s position.” 

This is the basic function of those engaged in work for the blind, 
whether it be with young or old, veteran or nonveteran, client, or 
friend. A profitable exercise for any group of novice teachers or 
therapists might be to draw up a list of things which blind people 
cannot do, can do, and can do only with help. Such a list would 
undergo constant revision. This might well initiate what can be a 
lifelong preoccupation of people in work for the blind. In any case, 
such imaginative classification of activity brings some realization that 
it is an achievement in emotional equipoise for anyone to realize with- 
out hysteria that he must do everything for the rest of his life without 
the help of the human eye. 

Although a seeing person cannot know what it is to be blind with- 
out hope of seeing, it is, nevertheless, important for him to try to 
imagine how he would feel. This kind of thinking is a serious moral 
function, and whoever attempts it with sincerity will, undoubtedly, 
find it tends to alter many of the values which he holds, 
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These alterations you must discover for yourself. They are a little 
different for each person. However, most le who are associated 
with blind rehabilitation on a sincere basis for any length of time get 
a wider frame of reference from seeing life, if not whole, at least from 
more than one viewpoint. This in itself frequently touches blind 
people in a therapeutic manner. This is a goal of major importance, 
especially with the old and the infirm who are not living with their 
families, as is the case with the blind domiciliary member. 


Aprgenpvix G 


A Srupy or an InTenstve Puystoan Mepicine anp ReHaBiiraTion 
Program For Lone-Trerm Patients, Proartry Geriatric, at Vet- 
ERANS’ ADMINISTRATION Center, Los ANoeEs, Cauir.’ 


Those who are close to the program of physical medicine and rehabill- 
tation have no doubts about the statement that rehabilitation pays. It 
pays in patient satisfaction, in conservation of human resources, and in 
hospital operating costs. Friends of the veteran have frequently chided 
VA officials for not having more tangible evidence of the economy of 
medical rehabilitation, and have urged that we appeal to field stations 
to initiate studies and tabulate results which will help in the expansion 
of rehabilitation efforts. We hope that the following summary of a study 
of 105 predominantly neurological patients prior to and following physi- 
cal medicine and rehabilitation therapy at Veterans’ Administration 
Center, Los Angeles, Calif., will be a stimulus to other stations in mak- 
ing similar studies. 

The information presented was published in a pamphlet entitled “It 
Pays To Rehabilitate,” by Robert V, Miller, M. D., Chief, Physical Medi- 
cine and Rehabilitation Service ; Kari H. Haase, M. D.; Assistant Chief, 
Physieal Medicine and Rehabilitation Service; and Cleo B. Nelson, 
R. R. L., Chief Medical Record Librarian; all of Veterans’ Administra- 
tion Center, Los Angeles, Calif. 

While this study was made and published over 2 years ago, it is just 
as significant as if recently completed. The Director, Physical Medicine 
and Rehabilitation Service, will appreeiate receiving information from 
hospitals and centers where projects of this nature have been initiated. 


During the past 2144 years, at Veterans’ Administration Center 
Los Angeles, several hundred patients have been referred. for physical 
medicine and rehabilitation therapy. While it was easy to know the 
results of therapy in individual cases, there was no way by which an 
overall program evaluation could be made. Therefore, a plan was 
devised for classifying detailed data on patients for whom complete 
records had been maintained during the period they were actively 
enrolled in the rehabilitation program. 


SELECTION OF PATIENTS 


The intensive treatment rehabilitation program was made necessur’y 
by an increasing number of long-term patients which was gradually 
b ae the flow of patients through the acute general medical an«l 
surgical hospital. To facilitate rehabilitation, a ward in the prox- 
imity of the physical medicine and rehabilitation therapeutic clinics 
was selected, and patients who were regarded as purely custodial and 


1 Source: Veterans’ Administration, a of Medicine and Surgery. Information 
litation 


Bulletin, Phvsiew Medicine and Rehab 


pp. 6-8. Service (Washington, 


tober 1954), 
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nursing problems were transferred to it from all wards in the hospital. 
From among the total number of general medical and surgical hos- 
pital patients who were given physical medicine and rehabilitation 
therapy during 1949 and 1950, a group of 105 were selected for evalua- 
tion on the basis of the availability and adequacy of the detail re- 
quired for this survey. 
Although some of these patients have died since therapy was com- 
oo or discontinued, the closure date of this study is at time of 
isposition from the rehabilitation program. 


SCOPE OF THE REHABILITATION PROGRAM 


A full day’s activity program was planned for each patient with 
emphasis on making him do the maximum amount of which he was 
capable. Coupled with the exercise program was an equally impor- 
tant phase—remotivation, which was carried out by the doctor, nurse, 
aide, therapist, and other personnel who came in contact with the 
patient. Included were some simple psychotherapeutic measures 
such as reassurance, suggestion, encouragement, and listening to 
family or emotional problems. 


REHABILITATION PROBLEMS AND GOALS 


The problems inherent in the motivation and rehabilitation of a 
predominantly pen group of patients, most of whom were 
over 55 years of age, with many having had long periods of hospitali- 
zation, were numerous and complex. However, it was felt that some 
beneficial results could be obtained by every patient. The possibility 
of restoring all of them to the point of discharge from the hospital 
on a self-care basis did not exist. The immediate goal, therefore, was 
to remove as many as possible physically and psychologically, from 
a dependency status to an independent or semi-independent status 
with the possibility of eventual discharge from the fodatiel The 
long-range goal was to delay or prevent the necessity for future hos- 
pitalization for those discharged. 


AGE OF PATIENTS AT TIME OF REFERRAL TO PHYSICAL MEDICINE AND 
REHABILITATION SERVICE 


The ages of the patients ranged from early adult to late old age, 
with the majority (81 percent) over 45 years of age. The mean age 
was 55 years. 

In general, the characteristics were those of a group of early-old-age 
persons with declining or nonexistent economic potentials. All were 
erry disabled; a great number were chronically ill, with many 

aving histories of long periods of hospitalization prior to referral 
for rehabilitation. 


FIRST ENTRY AND REENTRY OF 105 PATIENTS 


Of the 105 patients surveyed, 67 were initial admissions to the hos- 
pital and 38 were readmissions. The group of 67 initial admissions, 
together with 17 readmissions, or a total of 84 persons, were receiving 
physical medicine and rehabilitation therapy for the first time. The 
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remaining 21 patients not only had had previous hospital experience 
but also had received previous physical medicine and rehabilitation 
therapy for their present disability. 


MULTIPLE DIAGNOSES OCCURRING AMONG 105 PATIENTS 


The largest diagnosis group consisted of 37 persons suffering from 
some form of brain damage resulting in paralysis, approximately one- 
half of which was hemiplegia. Of the 37 paralytic patients, 27 were 


over 55 years of age. 

The influence em u the number of diseases present is appar- 
ent. Among patients under 45 years of age, 2 diseases were diagnosed, 
while after the age of 45 years an average of 4 diseases per person 
were diagn 


THERAPY STATUS OF 105 PATIENTS AS DISPOSITION FROM PHYSICAL 
MEDICINE AND REHABILITATION PROGRAM 


Of the 105 patients included in the survey, only 76 completed 
therapy. Four were uncooperative, although three of these showed 
improvement by entering a class of disablement which permitted them 
to practice greater self-care. The treatment of another 20 patients 
was discontinued because of illness; of these, 9 had shown improve- 
ment at the termination of treatment while 11 showed no improve- 
ment. For two patients, treatment was discontinued because they 
were not benefiting therefrom. One patient was maintained on 
morale therapy and two died during the period of therapy. 


DISPOSITION OF 26 PATIENTS FOR WHOM THERAPY WAS DISCONTINUED 


Of the 26 patients who did not complete therapy, 4 were discharged 
from the hospital and 22 remained, only 2 of whom were able to meet 
the requirements of self-care in the domiciliary unit. Seven patients, 
all above the age of 55 years, were transferred to the psychiatric 
hospital. Of the original 105 patients, there remained only 13 who 
continued to require general medical and surgical hospital care. 


DISPOSITION OF 76 PATIENTS COMPLETING REHABILITATION THERAPY 


An average of 185 days per person was required to rehabilitate 76 
patients completing therapy. The largest diagnostic group, 54 pa- 
tients with disorders of the nervous system, were under therapy for 
the greatest length of time or, on the average, 210 days each. All 76 
patients were discharged from the general medical and surgical hos- 
pital—either to the domiciliary unit or to the community, The 
approximate cost per patient day for all physical medicine and 
rehabilitation activities was $1.30? or a total rehabilitation cost of 
$18,287 for those completing therapy. 

Of the 76 patients who completed rehabilitation therapy, 34 were 
discharged home and 42 were able to assume the responsibilities of 
self-eare in the domiciliary unit on an ambulatory basis. From cost 
standpoint, 45 percent of the total number rehabilitated were com- 


* Based on the patient per diem cost of $1.30 for all physical medicine and rehabilitation 
during June 1949, Veterans’ Administration Center, Los Angeles. 
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letely removed from the Los Angeles center, and the cost of main- 
aining the other 55 percent was reduced from $15.08* per day to 
$3.04 * per day. 


AREAS OF IMPROVEMENT AMONG 76 PATIENTS COMPLETING THERAPY 


The 76 patients who completed the prescribed course of treatment 
demonstrated a marked improvement by moving out of their original 
degrees of disablement to positions of greater self-reliance. 

f the 14 persons who were ambulatory with mechanical aid, 12 
became ambulatory without any aid whatsoever. Of the initial 44 
wheelchair patients, 14 of whom were not self-sufficient, there re- 
mained only 13 with continued need of a wheelchair, all on a self- 
sufficient basis. The 14 bed patients all responded to ey 6 be- 
coming ambulant and 8 becoming wheelchair patients, 7 of whom 
were self-sufficient. It can be said, therefore, that the objectives of 
the rehabilitation program were realized in that the patients com- 
pleting therapy developed increased self-care abilities and ambulation 


to the greatest degree of which they were physically capable. 
REDUCTION IN COST OF CARE 


Based on the 1950 Veterans’ Administration 89 diem inpatient 
—— expense for general medical and surgical hospitals, the cost 
of providing care for the grou of 105 patients at time of referral to 

hysical medicine and rehabilitation was approximately $1,583 per 

iem.° At disposition from physical medicine and rehabilitation the 
per diem cost of caring for those remaining at Los Angeles center 
amount to $378, a cost reduction of 300 percent, or an annual saving 
of approximately $440,000, 


SUMMARY 


The patients included in this study were all in the general medical 
and surgical hospital at time of referral to the physical medicine and 
rehabilitation program, Later, a ward was set up in the proximity 
of the physical medicine and rehabilitation clinics to which the pa- 
tients were transferred to permit more effective utilization of rehabili- 
tation services. 

ps marin’ improvement sy obtained in the onions enpehilities 
of a group of 105 severely aging ms, who are e 
coustional peemanent hospital patients. _“ a result of cuban 
activity and emotionally supportive psychotherapy program, many 
have been retired to their homes. Of those remaining at the Los 
Angeles center, all except 13 have been transferred to a less ive 
type of care. Asa group, they are permitted to live more comfortably 
because of improved health and function. The costs of care and 
maintenance have been materially reduced. 

. Based upon these criteria, it can be said that a physical medicine 
and rehabilitation service is an effective instrument in the motivation 
and restoration of the disabled individual to a more useful life. 


81950 per diem cost for all Veterans’ Administration general medical and surgical hos- 
piteie, Zereneas Spey eye Bo pataes Serine ¢ my 1082. me 
r diem cost for a eterans’ ration domiciliary un eterans’ A: - 
istration Budget Service, PEBA-11, pun 1951. a _ o —e 
y * Budget Service Reports Control Symbol PEBA-—8—11, September 1951. 
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Facr SuHeer; Vererans’ ADMINISTRATION VOLUNTARY SERVICE 
(VAVS) 
Citizen Participation With Government in Serving Hospitalized Veterans 


BRINGING THE COMMUNITY TO THE HOSPITAL 


The whole community helps in VA’s plan for volunteer participation 
in hospital programs for sick and disabled veterans. 

_The major purpose behind bringing the community to the hospital 
is the theapeutic effect of keeping the patient surrounded with 
normality. 

Long-term hospitalization for the mentally ill or tuberculous pa- 
tient may result in a tendency toward permanent hospitalitis. It may 
widen the gulf between the protective life of the hospital community, 
where the patient must depend on others to do for him, and the com- 
munity outside the hospital, where the individual must largely do for 

imself. 

By assisting the staff in keeping the patient surrounded with nor- 
mality, the volunteer workers help in assuring that this gulf between 
will not become too wide for the patient to overcome when he has re- 
ceived maximum hospital benefit and is ready for his return to a nor- 
mal and productive life in the community. 

Another and very serious aspect of this gulf between, however, faces 
the patient who is necessarily separated from his home by the commu- 
nicable nature of his disease. 

For him Voluntary Service must and does abridge the gulf between 
the normal and abnormal until he is safe to return to his home. 


BACKGROUND OF VA VOLUNTARY SERVICE 


There has long been a tradition of community volunteer participa- 
tion in activities for veteran-patients and domiciliary members. 
_ Veterans’ Administration Voluntary Service (VAVS), inaugurated 
in April 1946, has given added significance to this long-time volunteer 
effort by incorporating the work of the volunteers into hospital-ap- 
poaret sane staff-supervised programs for the care and treatment of 
patients. 

The volunteers function as part of the hospital team at the request 
of and under the direction of the hospital’s professional staff. 


WHAT VETERANS’ ADMINISTRATION THINKS ABOUT THE VOLUNTEERS 


Mr. Harvey V. Higley, Administrator of Veterans’ A ffairs, paid this 
tribute to the volunteer workers on the occasion of the 10th anniver- 
sary of Veterans’ Administration Voluntary Service: 

“How can I possibly find words to thank you today for your count- 
less acts of kindness in behalf of your fellow men * * * the ill and 
disabled in our hospitals and homes? 

“What words are there to match the hope you have instilled in their 
hearts? The faith you have given them that they are not alone in 


2 Source: Veterans’ Administration. 
84973—57 7 
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their manful struggle to resume their rightful places in society? The 
knowledge you have helped them acquire that, despite adversity, there’s 
always a place waiting for them back home ? 

“You are not merely a collection of individuals, each pulling his own 
way in the hospital. Your services would be much less effective if you 
were. Instead, through Veterans’ Administration Voluntary Service, 
you are members of a team, all pulling together. 

“Volunteers working together * * * and working together with 
members of the Veterans’ Administration hospital staff * * * what an 
unbeatable team that becomes. 

“Asa result, the good work you have been doing in veterans’ hospi- 
tals has become invaluable.” ee : : 

Dr. William S. Middleton, Veterans’ Administration’s Chief Medi- 
cal Director, in summing up his views of the contribution of the volun- 
teer workers says : 

“In my visits to our hospitals and domiciliaries across the country, 
I have encountered you, men and women participating in VAYVS, in 
your works of purposeful mercy and kindness. 

“My personal appreciation of your invaluable, unheralded services 
to our veteran patients and members has mounted steadily. Your 
presence in our stations of the field is a godsend. 

“Tn all humility, I salute you and the host of men and women you 
represent and express to you the gratitude of the Department of Medi- 
cine and Surgery for the boon of your support.” 


A UNIQUE AND SIGNIFICANT UNDERTAKING IN COOPERATION 


Veterans’ Administration established its Voluntary Service Na- 
tional Advisory Committee in April 1946, to assist in planning the 
nationwide a of volunteer participation in hospitals and 
domiciliary homes under Veterans’ Administration jurisdiction. 

The National VAVS Committee is composed of representatives from 
42 of the country’s national veterans and welfare and service organi- 
zations, 

At each of Veterans’ Administration’s 173 hospitals there is an ad- 
visory committee, similar to the national committee, composed of local 
representatives of these same national organizations. In addition, the 
local VAVS committees oftentimes have representatives from local 
groups without national affiliation. 

The joint efforts of Veterans’ Administration and the organizations 
in the VAVS program have been referred to by a national volunteer 
leader as “a unique and significant undertaking in cooperation on a 
planned and continuing basis of Government and our country’s volun- 
tary organizations.” 


SCOPE OF VOLUNTEER ACTIVITIES IN VETERANS’ ADMINISTRATION 


An average of over 90,000 volunteers each month come into Vet- 
erans’ Administration’s 173 hospitals and domiciliary homes on a 
regularly scheduled basis. Together they served a total of 5,595,363 
hours during 1956. 

Here are some of the Veterans’ Administration hospital programs 
that utilize the service of volunteers on a regular week-in, week-out 
basis : 
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Chaplain service Newspaper (hospital) 
Children’s nursery Nursing service 
Companionship therapy Occupational therapy 
Corrective therapy Outpatient service 
Dental service Personal service 
Dietetic service Pharmacy service 
Dramatics Physical tlierapy 
Educational therapy Psychiatry and Neurology 
Engineering division service 
Entertainment Radio 

Escort service Radiological service 
Hobby activities Registration Division 
Laboratory service Social activities 
Library Social work service 
Manual arts therap Sports (adapted) 
Medical photography Surgical service 
Medical service transportation 
Motion pictures Tuberculosis service 
Music Visits with patients 


In recent months the scope of Voluntary Service has been widened 
even more. Volunteers are being called upon to assist in Veterans’ 
Administration’s new programs of planning for the patient’s discharge, 
care of the long-term patient, and the planned living program in 

’eterans’ Administration domiciliary homes. 


VETERANS’ ADMINISTRATION VOLUNTARY SERVICE (VAVS) NATIONAL 
ADVISORY COMMITTEE 


American Gold Star Mothers, Inc. 

The ‘American Legion 

Ameriean Legion Auxiliary 

American National Red Cross 

American Veterans Commiteee, Inc. 

American Veterans of World War II—AMVETS 
AMVETS Auxiliar 

American War Mothers 

American Women’s Voluntary Services, Inc. 
Benevolent and Protective Order of Elks of the United States 
B’nai B’rith 

B’nai B’rith Women’s Supreme Council 

Catholic War Veterans 

Catholic War Veterans Ladies’ Auxiliary 
Cootiette Clubs of the United States 

Daughters of Union Veterans of the Civil War 
Disabled American Veterans 

Disabled American Veterans Auxiliary 

General Federation of Women’s Clubs 

Jewish War Veterans of the United States 
National Ladies’ Auxiliary, Jewish War Veterans of the United States 
Marine Corps League 

Marine Corps League Auxiliary 

Masonic Service Association of the United States 
Military Order of the Cootie 
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Military Order of the Purple Heart, Inc. 

Ladies’ Auxiliary, Military Order of the Purple Heart 

National Catholic Community Service 

National Jewish Welfare Board 

Women’s Organizations’ Division, National Jewish Welfare Board 

National Service Star Legion, Inc. 

National Tuberculosis Association 

The National Woman’s Relief Corps, Auxiliary to the Grand Army 
of the Republic 

Navy Mothers’ Clubs of America 

The Salvation Army 

United Spanish War Veterans 

Auxiliary, United Spanish War Veterans 

United Voluntary Services 

Veterans of Foreign Wars of the United States 

Ladies Auxiliary to the Veterans of Foreign Wars of the United States 

Women’s Overseas Service League 

Young Women’s Christian Association of the United States 





Appenpix I 


Soctat Service In AN OvuTratTrent Geriatric Program 


Excerpts from report by Sidney Hirsch, M. S. W., Veterans’ Admin- 
istration Regional Office, New York, April 1955 


I. INTRODUCTION 
* * * * * * . 


The geriatric group at this clinic has during this past. year studied 
how best to serve our eldest patient group, namely, the Spanish-Ameri- 
can War veteran. This concern is becoming increasingly that of all 
Veterans’ Administration faced with the prospect of an i in 
aged-patient group. On the west coast, the San Francisco regiona 
office bas ee reported on its own pilot study, The San Francisco 
study apparently represents the first recorded attempt.to deal with 
geriatrics in a Veterans’ Administration outpatient clinic. 

At the time we started our own project, we learned of only one other 
outpatient geriatric clinical program within a medical setting in all of 
New York -. The community has attempted to provide adequate 
residential and recreational programs especially designed for the needs 
of theaged. Our own domiciliary stations have long been regarded by 
the older ailing veteran as a place of refuge, the “soldiers’ home.” 
This presentation aims to describe the development of the geriatric 
clinical team program within the New York regional office, its struc- 
ture, clinical approach and experience in providing a comprehensive 
diagnostic and treatment setting for 36 Spanish-American War 
patients studied from March 1954 through February 1955. 


Il. PLANNING THE GERIATRIC PROGRAM 


A growing interest in geriatrics existed in the New York regional 
office even prior to the receipt of a letter by the Medical Director of 
the Veterans’ Administration addressed to all Veterans’ Administra- 
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tion stations suggestin g a geriatric approach in medical treatment. 
Receipt of this letter helped to 1 mobilize our interests into more con- 
crete action. 

In a conference with the chief social worker, the Office of the Chief 
Medical Officer indicated its interest in implementing a geriatric pro- 
gram at the New York regional office, indicating its own recognition 
of the potential significance of the social service contribution to 
geriatric practice on a clinical level. This initial discussion with the 
chief social worker led to the establishment of a geriatric planning 
committee consisting of the chiefs of the various professional disci- 
plines operating within the regional office medical program. The 
primary purpose of this planning committee was to determine the 
policies, structure, and procedures to be followed in establishing a 
grins clinic. As a result of a series of committee sessions, the 

road outline structurally of a geriatric clinic evolved. It was agreed 
as a general purpose that the geriatric program was to be established 
on an rimental project basis geared to examine and treat a limited 
group of patients for a period of a year in order to determine the 
special kind of care that could be offered soundly to geriatric patients 
attending the New York regional office clinic. This study was to be 
focused primarily within the areas of diagnosis and treatment of the 
older veteran patient. It was decided to limit this experiment to 
Spanish-American War veterans who are entitled to all medical bene- 
fits on an outpatient basis. A team was set up consisting of a physi- 
cian practicing within the medical group, a nurse, and a social worker. 
This team was to meet weekly at a specific hour. All clinics were in- 
vited to refer Spanish-American War veterans for special geriatric 
workup. A psychiatric screening of all patients referred to this pro- 
gram was considered necessary although this practice was later 
modified. 

The Assistant Chief Medical Officer throughout the period of this 
study provided the aera supervision of this project, attending team 
meetings and through conferences offering guidance to individual team 
members. Thus the direction of this program imitiated through the 
Office of the Chief Medical Officer was maintained throughout at this 
top medical level. 


III. THE NEW YORK REGIONAL OFFICE GERIATRIC PROGRAM STRUCTURE 


A number of modifications evolved in our approach as we learned 
from our own experience. For instance, initially we required that the 
complete workup include a psychiatric examination, Aside from the 
problems we encountered in interpreting the need for this routine 
psychiatric examination to the patients, our psychiatric consultant 
early questioned its validity as a regular practice. He felt too that 
this procedure proved to be disturbing to otherwise fairly stable older 
men, in having to revive distressing earlier life experiences that have 
since been effectively covered up. Accordingly, we agreed to refer to 
our psychiatric consultant selectively. 

Although we started without a dietitian due to a personnel limita- 
tion, we have since had the contribution of a dietitian as an integral 
team member. 

Finally, we have begun to see our role as a geriatric team become in- 
creasingly that of a consultant group to the rest of clinic. Accord- 
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ingly, our emphasis has become more one of accomplishing a complete 
workup followed by a series of recommendations for followup by the 
specialty clinic team (e. g., cardiac, diabetic) responsible for the 
original referral. 

Our team today consists of a physician, nurse, dietitian, and social 
worker. Our physician is the team head, inasmuch as the team’s ob- 
jectives are primarily medical in nature. 

All members of this team, aside from other necessary spot confer- 
ences, meet regularly for an hour each week. The primary purpose of 
this meeting is to hare initial and developing data and thinking re- 
garding team patients and to plan ahead for treatment. This team 
undertakes the actual clinical treatment, except for those cases where 
medical treatment is resumed by referring special clinics. However, 
the team continued to review those cases for study purposes and in 
that sense never fully relinquishes their interest in any of the cases. 
We did continue with total treatment in all those instances where spe- 
cial clinies are not involved, and where the patient, as a general medical 
case, is being treated by our physician in his other regular clinic 
assignment. 

There were three primary methods through which patients came to 
our attention : (1) Our physician selected those cases falling within the 
category for study from among his regular general medical patients; 
(2) our nurse, assigned within the general clinic area, consulted with 
treating doctors in specialized clinics as to the possibility for referral, 
with frequent referrals ensuing; (3) as time went on, doctors in spe- 
cialized clinics themselves suggested cases for referral. 

The initial processing and preparation was begun by the nurse, who 

nerally served as the administrative coordinator for the team. In 

er coordinating capacity, the nurse, as the first step, made arrange- 
ments to have the patient examined by the geriatric team physician. 
At the same time she prepared and maintained a file containing some 
vital identifying data. Following the geriatric medical examination, 
the nurse introduced the patient to the social worker in order to ar- 
range for the intake interview. The nurse also prepared in typewrit- 
ten form a brief record of the team conference for insertion in the 
patient’s treatment folder. This supplemented the doctor’s regular 
clinical entry regarding medical recommendations. 

The dietitian was well acquainted with virtually every case consid- 
ered by the team, either from prior knowledge or from contact devel- 
oped after team conference. Thus, if the dietitian happened not to be 
familiar with the patient prior to the team consideration, this was 
rarely true at the time of our review of the patient and his progress. 

Although the four professional people referred to constitute the on- 
going geriatric team, other professional personnel in the clinic from 
time to time contributed to the team’s work as the result of consulta- 
tions arranged by us. 

In the course of its work the team began to recognize that its own 
meetings revolved essentially around two general case categories: (1) 
the new patient, and (2) the review patient. 

The team met on new patients soon after the completion of the total 
processing which consisted of the medical examination and the nurse’s, 
social worker’s, and if possible the dietitian’s contacts. 

We usually started our team meeting with a review by the physician 
of medical data as contained in the treatment folder, including appro- 
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priate comments, explanations, and indications as to possible treatment 
implications. His presentation was ordinarily followed by the social 
worker’s report on the initial contact essentially consisting of social 
study data. The nurse and dietitian then contributed their own ob- 
servation and data. The presentation phase of the team meeting was 
followed by an informal exchange, focused around a consideration of 
the varied implications of the material presented concluding with a 
total team plan that incorporated recommendations guiding the spe- 
cific activities of each team member, 

“Review cases” designated those patients already under treatment 
by the team. We reviewed at various intervals and with no definite 
regularity. Timeliness of review ordinarily depended upon develop- 
ments and progress made in the situation. An informal sharing of 
treatment development data characterized this discussion. This dis 
of our discussion also was consummated in the determination of another 
series of recommendations. 

Most of the team’s time was consumed in considering 1 new case 
and 1 review case. The planning of the team agenda was ordinarily 
undertaken jointly by the nurse and the social worker who met briefly 
the day before the team meeting and was based on developments in the 
caseload. Ordinarily the nurse obtained the treatment folders in 
preparation for the team meeting. 

As the occasion or need arose, the team also used part of its meeting 
in order to consider any general or administrative questions that may 
have arisen; for instance, at one time we considered the question of 
discontinuing routine referrals to the geriatric team, on another occa- 
sion we spent some time reexamining our role as a team. Also we 


agreed on the advisability of inviting specialist physicians to meet with 
£ , I 


our team when patients they have referred were to be discussed. 


IV. A STATISTICAL ANALYSIS OF THE GERIATRIC GROUP 


A. The geriatric patient in composite profile 

Through means of statistical analysis as presented in the appended 
tables, the composite profile of our geriatric patient emerges. Our 
Spanish-American War veteran patient is aged 78, unmarried, occupy- 
ing his own living quarters, and aving income (mostly social-security 
allotment) eae is veteran’s pension. He was referred for 
geriatric workup routinely (presenting no specific problem) by either 
the cardiac, general medical, or diabetic clinic, and was not previously 
known to social service. He continued with the worker beyond the 
first interview on a long-term basis. (See table IT.) 

On a compartive basis, vital statistical data comparing our group 
with the 54 ) cmmeny studied by the San Francisco regional office * and 
the national population are reflected in the appended table. (See 
table II.) San Francisco’s figures are based on status current 1 year 
prior to our own study, adjustments have been made in reflecting known 
status of our group at that time. We find that as a result of this ad- 
justment, our group is remarkably similar to the west coast group in 
age marital status, living arrangement and supplemental income. In 
addition, this data holds up similarly when compared with national 
census figures of 1950 with respect to age, marital status, and housing 


1 Coordinated Approach to Geriatrics, Veterans’ Administration regional office, San 
Francisco, Calif. 
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arrangement. The national figures are based on study of 12 million 
persons (8 percent of the total population) over 65 years of age. 
B. Problems presented | 

Only 6 patients were known, at the time of referral, to have specific 
problems requiring the attention of the geriatric team. However, the 
team found that 30 of the cases presented newly uncovered personal 
and social problems, while 19 presented newly uncovered problems 
affecting the medical-treatment situation. Combinations of problems 
uncovered were frequently found by the total team in the same case. 
(See table I.) 

The team then went to work on this group of 36 and the results ob- 
tained are presented with particular reference to information of con- 
cern to social service. Of the 36, we found that 30 patients presented 
additional or previously unknown personal and social problems, while 
10 presented additional problems affecting the medical situation. 

C. Statistical analysis of casework activity 

At least one, and in most instances, more interviews were held with 
the patients during the course of their social-service contact. In 7 in- 
stances the social worker met with the patient on only 1 occasion. 
Follow-up in these instances was either not indicated by mutual agree- 
ment in the absence of apparent problem or was not possible due to 
unresolved resistance or rejection oy the veteran. In 29 cases, we had 
more than 1 such casework contact. In social service, we consider 
cases statistically with regard to brief or continued services. In five 
instances, the contact was primarily of an exploratory nature serving 
to provide social data for the team’s study. These 5 cases may be 
considered to be brief services, as are 6 other cases where i iate 
services were provided although all these 11 cases required reporting 
on social study data. The remaining 25 cases were carried on a con- 
tinued service basis. 

An attempt was made to categorize these patients arbitrarily in ac- 
cordance with the kinds of social service problems handled. For pur- 
poses of presentation there were three main areas in which problems 
existed: (1) Difficulties related to medical situation, as reflected by 
the patient’s attitude toward treatment recommendations; (2) prob- 
lems affecting personal and social adjustment; (3) reality stresses 
of an environmental nature. Since no problems were observed or as- 
certained in 5 patients, we can only report on the other 31. Analysis 
based on the above 3 categories showed 6 in category 1, 22 in category 
2, and 3 in category 3. Multiple problems were found in a number of 
those cases studied. Thus of the 31 patients in which problems were 
encountered, 9 had 2 such problems in each instance, while 5. had as 
many as 3 areas of problems. (See table I.) It may be of interest 
to note that of the group in the personal and social adjustment cate- 
gory, eight presented what seemed to be personality problems. 

An effort was made then to judge each patient with regard to the 
degree of help given. At best, this is always a difficult determination 
to make validly. An effort was made to validate these judgments with 
the help of another staff member serving as a jud This resulted 


j y is 
in some validation of the judgment being applied although it is in no 
sense conclusive. The report being presented concerns the d of 
help actually used by each patient as related to what seemed to be 
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realistic and possible casework treatment goals. The three categories 
used are: “None,” implying no progress or constructive development; 
peer, m an incomplete result, and “maximum,” meaning, 
obviously, a complete use of casework service. In categorizing our 
patients, 8 were found to fall in the category of none, 10 partial, and 
13 maximum, (See table I.) 


* * 7 * * * - 


VI. GENERAL PATTERNS IN GROUP STUDIED 


Despite the prevalence of disabling illnesses within the group, the 
geriatric team was struck by the general tendency by these patients 
to be most cooperative and to express appreciation for the treatment 

iven them. This was surprising since one is inclined ordinarily, to 
ink of the aged as “crochety.” When they are assured of your 
sincere interest, they begin to mention, casually, medical complaints 
that they have failed to indicate previously. When questioned on this 
score, they respond that they do not wish to burden the doctor to 
whom they almost invariably ascribe godlike qualities, describing 
fully his great interest in them and his competence, which they can 
evaluate from long experience. Why burden him with more of their 
medical problems, considering how much effort and time he already 
has given on their behalf? 

A major medical problem encountered with this group arose in 
helping them meet dietary requirements. Almost all our patients 
were either malnourished or obese, requiring close followup and atten- 
tion around efforts or resistance to carrying out prescribed diets. In 
view of the large proportion of patients in the group suffering from 
diabetes, additional hazards were constantly present if diet was not 
carefully followed. Intwocases home visits by the social worker were 
made in order to interpret the need for dietary regimen to wives unable 
or unwilling to visit the office and who were reported by the patients to 
be indifferent to such perscription. Our team noted significant prog: 
ress in the patient group in appropriate reduction or gain in weight 
due to their increased readiness to respond to our interest and comply 
with instructions. One writer notes this tendency toward poor dietary 
regimen and comments that “these people are unconsciously commit- 
ting slow suicide through inadequate and improper dietary intake be- 
cause they are lonely and depressed.”* Do we and our interest give 
them a reason to retard or halt this self-destruction? “Love me or 
I die’ ’is a challenge that must be acepted and met. 

It is of interest to note that none of our 36 patients succumbed to 
death during the 1 year of study. Crises did occur occasionally but 
none proved fatal. Only 4 patients required hospitalization for acute 
manageable conditions and 1 required indefinite hospital care. Other- 
wise good progress medically and personally was noted. It is hard to 
define just exactly how the team contributed toward this record since 
we did not have the opportunity to study a control group. The team’s 
sincere interest and close attention and followup at the very least, may 
have promoted this development. 


2 Lawrence Greenleigh, M. D., Some Psychological Aspects of the Aging, Social Casework, 
March 1955, p. 99. 
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Other than for one outright senile psychotic and one presenile 
patient, the most severe emotional problems were encountered among 
those patients suffering recent loss of their wives. The EL 

ptom was that of severe and prolonged depression accompani 

with a lack of concern for themselves and their health. David Reis- 
man describes this depressive reaction which can occur upon forced 
retirement or upon the loss of a spouse.’ He states that in the first 
instance, namely, forced retirement, the job provided an “emotional 
ambiance (which) kept the jobholder together; they held a job less 
than the job held them.” In the second instance, he states “ a spouse, 
though he or she did not greatly love the other spouse, may not be able 
to survive him—such people live like cards, propped up by other 
cards.” Consider then the case cited earlier of Mr. L., heavily suffering 
a recent forced retirement and the loss of his wife. This experience 
alerted the team when we realized that another patient, Mr. B., was 
soon to lose his wife, a State hospital patient. Much to our surprise, 
her death marked the beginning of great improvement in his medical 
condition which we have since attributed to relief from the rigors of 
daily visits to the hospital and associated tensions and stress to which 
he had been chronically subjected. His wife, during hospitalization, 
had become, perhaps, less of a prop and more of a burden. 

We found that social isolation constituted another major difficulty 
confronting our patients, particularly those in unmarried status, 
whether widowers or bachelors. Relatives and friends gradually dis- 
appeared, taken by illness and death. Due to their extreme poverty 
in social relationships it can be postulated that these patients are over- 
whelmed with feelings of emptiness and thereby developed feelings of 
reduced self-worth. They have no one who is interested in them and 
therefore feel discarded by life about them. A retired postal clerk 
aged 75, in the a first interview asked for help in dispelling his 
suffering from loneliness. He had tried various centers for the aged 
but felt more lonely amidst the milling crowds of other aggressive 
aged, all of whom were pushing and shoving to obtain their meager 
share of recreational opportunities. Another 86-year-old bachelor 
oe spoke of his pathetic effort to dispel feelings of loneliness 

y sitting in bus and train terminals watching and feeling part of the 
crowds rushing about him. He commented tragically, “who can 
tell, I might see someone I know.” 

Inadequate housing was another frequent problem encountered in 
instances where patients lived in undesirable or costly hotels or in 
large and substandard apartments. Unfortunately, few resources ma- 
terialized to resolve these situations. Hopefully, one-room apart- 
ments in the near future may become available for a number of our 
patients through the New York City Housing Authority. 

Another problem, of less severity but to the aged of important 
significance, arose out of needs for transportation to the clinic due 
to physical disability. These needs had to be ascertained through 
exploration, and were rarely presented voluntarily. Arrangements 
through American Women’s Volunteer Service resolved these problems. 

Essentially, our geriatric group did not present problems of eco- 
nomic deprivation, despite the relative marginal levels of subsistence 
maintained. Emotional deprivation in the loss of status and social 


* American Journal of Sociology, vol. 59, p. 379, January 1954. 





STUDIES OF THE AGED AND AGING 89 


relationship proved to be a far more extreme form of starvation 
confronting them, 


VII, IMPLICATIONS FOR GERIATRIC CASEWORK (IN PART) 
* * * * * * * 


I found generally that once engaged this group showed a consider- 
able capacity and drive for adaptation and to remain within the 
community rather than to resort to ready relief temptingly available 
throngh domiciliary facilities. To the contrary, they saw this resource 
as only a last resort which offered them some comfort in having but 
which they hoped never to require. I believe that our program con- 
tributed in part to enable our geriatric patients to persist in adjusting 
to life in the community as self-sufficient persons, by giving them an 
assist in the face of considerable obstacles. 

My experience demonstrated that centers for the aged generally 
available do not meet ordinarily the needs of patients requiring social 
outlets. Only the more ag ive patient can make a aia for him- 
self within these overcrowded facilities. Our beginning use of organi- 
zations sponsoring volunteer services offers hopeful values to patients 
referred for service as volunteers. Through their contribution of 
service to society these patients may revive lost feelings of usefulness 
while obtaining opportunities for social contact. Interestingly, almost 
all these patients were active members of Spanish-American War 
encampments, which frequently constituted their only social activity. 

An analysis was made of the group on the basis of marital status, 
(See table I.) In all, we had 19 unmarried (including widowers, 
bachelors, and separated) and 17 married patients. I then compared 
these groups on the basis of three factors: (1) Problems uncovered by 
the geriatric team; (2) problem areas of concern to social service ; and 
(3) casework help used. Since 3 unmarried and 2 married veterans 
presented no problems or rejected efforts to explore such areas, my 
analysis concerns itself with 16 unmarried and 15 married patients. 
As for problems uncovered by the geriatric team, a striking parallel 
is found in both groups on the basis of marital status as to the fre- 
quency of difficulties in both medical and personal-social areas, The 
major scope for the social worker’s activities in each case as differen- 
tiated into medical treatment, social-personal, and environmental 
areas showed a generally parallel incidence of frequency regardless of 
marital status. Some variations do exist. Thus while in category 
1 (medical treatment) frequency as to marital status is exactly the 
same, in category 2 (personal-social) the unmarried group had an in- 
cidence of 13 while the married group showed 9. The married group 
had an incidence of three in environmental problems to none for the 
unmarried group. We might, therefore, infer that lack or loss of 
martial status increased the prospect for personal- or social-adjustment 
difficulties. On the other hand, the married group had the greater 
need for concrete service geared to relieving purely environmental 
stresses, but needed less help with adjustment problems. 

Interestingly enough, in continuing our analysis through com- 
parison of the two marital status groups (see table I), I found that 
the unmarried group made by far the greatest or “maximum” use 
of the social worker’s services (9) as compared with the married 
patients (1). In contrast, 7 of the married group made no use of the 
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social worker’s service while only 1 of the unmarried patients resisted 
such help. These results imply that unmarried veterans may need 
more help in personal-social areas and respond best to social worker’s 
efforts to help them cope with their situational difficulities. 

I have often wondered whether I and the other members of the ger- 
iatric team, in our respective roles, met unconscious emotional needs 
on the part of individual aged patients. The nurse’s strategic position 
in the clinic area enabled her to provide “tender loving care” and 

nuine interest which added to the rest of the team’s similar interest. 

e may postulate that the dietitian in her concern for the patients’ 
food preparation and intake, may have served the role formerly held 
by an interested spouse. The doctor’s interest and help served to 
directly influence the very balance of life to which these patients 
desperately clung. Perhaps the social worker served the role of an 
interested and helpful friend or relative, long since departed. 

In terminating my casework contact with this patient group, I dis- 
covered, much to my surprise and pleasure, that although I had never 
engaged them in any academic discussion regarding my function as 
a social worker as differentiated from that of other team members, 
nonetheless, they all seemed able to indicate their awareness of my 
specific role. They demonstrated this knowledge by indicating to me 
the kinds of problems they were ready to take up with the social worker 
replacing me on the team. Evidently, in the course of working with 
them, they were able to ascertain the distinguishing areas of concern 
especially to the social worker as compared with those problems that 
became the particular areas of special interest on the part of other 
team members. 

SUMMARY AND CONCLUSION 


This presentation described a full year of activity on the part of a 
geriatric team in the New York regional office on behalf of 36 Spanish- 
American War veterans, with special consideration given to the con- 
tribution of the social-worker member. Analysis indicates that the 
group studied is representative of a cross section found in the general 
population and in a group previously reported on by the San Francisco 
regional office. 

Most of the patients in the group were never known previously to 
Social Service within the New York regional office and but for this 
project might never have been provided casework service. Similarly 
many cases were found to present newly discovered problems of con- 
cern to the total team. Of the entire group, 31 were found to present 
problems that were amenable to casework help, and 23 of these pa- 
tients were responsive to a partial or maximum extent to casework 
treatment. The group was equally divided between married and un- 
married patients, with the latter requiring help to a greater degree 
in the area of personal and social adjustment and responded better 
than the married group to casework help provided. 

On the whole, the entire group tended to minimize their medical 
treatment needs, although most required help in maintaining proper 
dietary regimen. Loss of spouse provided the basis for severe emo- 
tional reactions. Problems stemming from social isolation and hous- 
ing needs were frequently encountered by the social worker. Only 
one case involved severe financial difficulty while the others for the 
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most part managed well on. veterans’ pension and soeial-security sup- 
plementation. 

An integrated team interested and rienced in geriatrics and 
dealing with the whole aged person provided better clinic care. 

A corollary effect was noted in the rest of the clinic by the increased 
recognition given to and sensitivity for special needs of the older 

atient. 
E It is also evident that casework activity on behalf of the geriatric 
group proved to be very worthwhile, productive and extremely re- 
warding. A positive approach stimulates the aged patient’s adaptive 
efforts since he feels more worthy of the attention given him. 

In view of the fact that the older patient group is increasing in 
size yearly, practical problems arise as to how best to provide them with 
the benefit available through a special geriatric team. This is com- 

licated by the fact that our usual clinical setting has the effect of 

ispersing these patients among several specialty clinics. Accord- 
ingly, it is felt that the geriatric team can best contribute and serve as 
an exploratory and eee . In this capacity, the geriatric 
team can, after complete workup, offer medical and casework recom- 
mendations for followup to the regularly assigned specialty clinic per- 
sonne! (including the clinic social worker) engaged in the active treat- 
ment process; the team can remain available, subsequently, for addi- 
tional geriatric consultations as needs arise during the course of treat- 
ment. 

Our experience has pointed to possible values in providing group 
discussion sessions with geriatric patients, carefully selected on basis 
of principal problems. 

inally, we have found and are convinced that our team’s experi- 
ence during this past year conclusively confirms the need for a geri- 
atric glinic within a regional office outpatient medical setting. We 
believe that our mission has been accomplished in providing the ex- 
perience to validate an additional team service, as provided by our 
— group. The determined interest and attention by a special 
clinical group focused upon the older patient apparently is highly 
profitable in developing opportunities to improve health accom- 
panied with the alleviation of personal and social stress. It is diffi- 
cult to place a value on such contribution when measured against in- 
creased health, adjustment, and possibly prolonged life. 


TABLE I.—Problems uncovered and help used 


Problems uncovered Major problem areas for Casework help used 
by team ? casework 


Marita) status ! | 
| 
| 


Personal | Maca Medical | Personal | Environ- | None} Partial} Maximum 
and social and social mental 


Unmarried (16) *_.| 16 | 10 3 
Married (15) 14 | 9 3 


Total (31)... 20 6 


Total group includes 19 unmarried and 17 married (total 36). Data reported is for total of 31 for which 
appropriate information is available. 
Includes instances of more than 1 problem uncovered in same cases. 
* Unmarried group includes bachelors, widowers, and separated. 
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Taste II1.—New York regional office group comparison with San Francisco 
regional office and general population’ 





Number 


Households; 
Own quarters..............- 32 
With others_................ 4 
Marital status: 
pT ASA AR PSE Ed 17 
Unmarried,................- 19 
e: 
B08 Washi ods ii ssd.kise 5 
MDL. chtedkt thabscnedeneethnt 19 
PGR Sn itaneaccesssn eed 10 
Se ORs <i s - hice wks 2 
Income supplement: 
Social security __...........- 14 
I oii Ss oes Bornsctbeboaio 
nas tates snow ne 10 
Wea ts spite ce desccnen 4 
BERNIE oo nose Sn. cnn An 1 
Other or none............... 7 


Percent 


New York regional office | 


Adjusted 
percent 


San Francisco 


regional office 


Number | Percent 








| National 

census 1950 
(over 65) 
percent 





1 New York regional office status adjusted to status as of 1953, date of San Francisco regional office reported 


O 


data. 


















